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welcome relief of spasm and pain is continuously re- 


4ST ported in functional G-I disorders, such as irritable, 


spastic colon syndrome; peptic ulcer; biliary dyskinesia; pylorospasm; and infant colic. 


sure 


relief can be expected ...even in patients where other antispasmodics have failed.** 


i i ta GC dual antispasmodic action is specific to the 
G-I tract. Spasm pain is relieved by direct 


relaxation of the smooth muscle and postganglionic parasympathetic nerve blockage. 


| even in the presence of glaucoma‘... BENTYL does not 


increase intraocular tension, produce blurred vision, dry mouth or urinary retention. 


1. Chamberlain, D. T.: Gas- 
troenterology 17:224, 1961. 
2. Hock, C. W.: J.M.A., Ga. 
43:124, 1951. 3. Derome, L.: 
Canad. M.A.J. 69:532, 1953. 
4. Cholst, M., Goodstein, S, THE WM. 8. MERRELL COMPANY 
Berens, C., and Cinotti, A.: « New York - CINCINNATI + St. Thomas, Ontario 
J.A.M.A. 166:1276, 1958. Another Exciusive Product of Original Merrell Research 


20 mg. t.id. (dicyclomine) Hydrochloride TRADEMARK: “BENTYL’ 
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... threatened abortion 
... habitual abortion 


...endometriosis 


INOV IL 


EXERTS NO ANDROGENICITYT 


Thus, its administration is free of risks of virilism even on 
long-term administration at high dosage. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel 
and 0.15 mg. of ethynylestradiol 3-methy! ether. (—The 
estrogen is added in optimal amount to avoid breakthrough 
bleeding during prolonged use.—) 


NORETHYNODREL... 


1. The only steroid' with both progestational and 

estrogenic effects. 
2. Retains its biologic integrity? following oral administration. 
3. Is progestational and estrogenic in experimental animals. 
4. Is progestational and estrogenic in clinical practice. 
5. Is not androgenic' in experimental animals. 
6. Is not androgenic? in clinical practice. 


NORETHYNODREL, Enovid represents a positive advance in the treatment of 
we : ‘ threatened or habitual abortion‘ and in the treatment and 
the principal constituent of Enovid, is the only progestin with 
the double bond in the position pete thus differing from an- control of endometriosis®. Physicians may prescribe Enovid 
drogens and 8 drel intrinsic estro- confidently without producing androgenic manifestations. 
genicity (3 to 7 per cent that of estrone) in addition to its potent 

progestational activity. DOSAGE OF ENOVID FOR THREATENED ABORTION 


Two or three tablets daily on appearance of symptoms. 

This dosage may be reduced to one or two tablets daily when 
symptoms disappear. The reduced dosage should be 
continued to term and increased if symptoms reappear. 


DOSAGE OF ENOVID IN HABITUAL ABORTION 

Two tablets daily as soon as pregnancy is diagnosed and 
continued without interruption at least through the fifth 
month. Enovid may be safely continued to term if desired. 


DOSAGE OF ENOVID FOR ENDOMETRIOSIS 

The daily dose for the first two weeks is one tablet, two 
tablets daily for the next two weeks, then three tablets daily 
for the following two weeks and finally four tablets 

daily for three to nine months. 


G. D. Searle & Co., Chicago 80, IIlinois, Research in the Service 
of Medicine. 

2. Edgren, 8. A.: The Uterine Activities of 17a-Ethynyl-17- 


Hydroxy-5(10)-Estren-3-One (Norethynodrel) 17a@-Ethyny!-19 -Nortestosterone, 
Endocrinology 62:689 (Moy) 1958. 


3. Rokoff, A. E.: Poges 800-805 of reference 1. 
4. Tyler, E. T., and Olson, H. J.: Pages 704-709 of reference 1. 


° 5. Kistner, R. W., Endometriosis, in Conn, H. F. (editor): Current Therapy — 1959, 
Philadelphio, W. B. Sounders Company, 1959, pp. 610-612. 
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medicine and surgery. It is dedicated to the belief thaf gen- Edward H. Reisner, Jr., M.D. Thi 
eral practice is the keystone of American medicine, and to ° ° ° ° . * 
the conviction that continuing study is the basis of sound This article reviews the discovery of these vitamins, and through sail 
general practice. It is the role of GP, official publication of plaining how they exert their biologic effects, gives a better understanding You 
the Academy, to provide constantly the best postgraduate of their clinical use. 


literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 


The Management of Acute Cholecystitis . . . . . % 
E. Thurston Thieme, M.D. 

The author urges conservative treatment of acute cholecystitis. However, 

the doctor can’t rely on any one symptom, physical finding or laboratory 
report. 


Therapeutic Risks of Aminophylline. 
Edward B. Truitt, Jr., Ph.D. 

The physician can’t allow himself to become complacent about a drug 
that’s been used for many years. Two hazardous aveas are discussed. 


Psychiatric Patients in a General Practice . 106 


V.E. Roth, M.D., .J.L. Rury, M.D. and J.J. Downing, M.D. A 
GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- The number of psychiatric cases treated by family doctors is perhaps not T 
dressed to the Editorial and Business Offices: Volker Boule- . quot 
vard at Brookside, Kansas City 12, Missouri. Publication = high = the figures often ed. ci 
Office (printer): 350 East 22nd Street, Chicago 146, Illinois. AM 
One dolla opy. By subscription: $5 a year to members : . ene 
tes of yout The Diagnosis and Control of Acute Glomerulonephritis 111 
others in U.S.A.; $12 in Canada; $14 in other foreign coun- Thomas Hulen Haight, M.D 
tries. Second class postage paid at Kansas City, Missouri, and Inde 
at additional mailing offices. Printed in U.S.A. by R. R. A review relating to general principles of diagnosis and control. et 
Donnelley & Sons Company at The Lakeside Press, Chicago. ing hypotheses suggest a profound antigen -antibody reaction of t 
Cc t 1959 by the Americon Academy of General Prac- a nde 
hypersensitivity type. 
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Sol Katz, M.D. 
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Edward A. Dunlap, M.D. 


Adlear exposition of what the general practitioner should know about 
strabismus in children and adults—important because he is often the 


first physician consulted. 
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these and other timely and informative articles 
scheduled to appear in coming issues. 


The Management of Acute Renal Failure. GuENN D 
LusasH, M.D. and Axpert L. Rusixn, The 
natural history and rational therapy of a poten- 
tially reversible disorder. 


Corticosteroid Therapy of Common and Chronic Ecze- 
matous Hand Dermatitis, Leon GOLDMAN, M.D. 
and Roserr H. PRESTON, M.D. The eczematous 
hand presents a complicated dermatologic problem. 
However, systemic corticosteroids provide immediate 
symptomatic relief, pending studies to develop a 
preventive program. 


The Psychology of Hypnosis. Wuuam T. Heron, 
PH.D. A thorough understanding of the psychology 
of hypnosis banishes many misconceptions. 


Medical interview: Toxemia of Pregnancy. MARJORIE 
E. Conrap, and Franx A. Finnerty, 
M.D. The fourth in a series of medical interviews, in - 
which Academy Member Marjorie E. Conrad dis- 
cusses the problem of toxemia of pregnancy with an 
expert on this subject, Dr. Frank A. Finnerty, Jr, 
District of Columbia General Hespital. 


Leptospirosis. Frep R. McCrums, Jr., Mp. Probably 
a more common disease than the reported incidence 
indicates. Only a modestly equipped laboratory is 
needed to diagnose the disease. 


The Surgical Wound. Cuinicat Bacreriovocy-Im- 


MUNOLOGY CONFERENCE, Burrato Grengrat Hos- 
prraL—Universiry or Burrato ScHOOL oF 
Mepicine. Ten doctors discuss a subject of deep 
concern to all physicians—sources of surgical 
wound infections and the ways in which they might 
be prevented. 


Endocrine Treatment of Advanced Mammary Cancer. 
Grorce E. Buocx, m.p. A thorough, orderly out- 
line of the various forms of therapy (hormonal and 
ablative) now available for the endocrine treat- 
ment of advanced breast cancer. 
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i 1. Boland, E. W., and Headley, N. E.: Paper read before the N 
1 Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
i 2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., M 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. Pied 
DECADRON is a trademark of Merck & Co., inc. 
i t Additional information on DECADRON is available to physicians on request. ‘ : H 
Merck Sharp & Dohme 
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PUBLISHER'S MEMO 


Miss Dororuy Noyss, vice president and treasurer of 
a New York pharmaceutical advertising agency, con- 
siders ethical drug advertising ‘‘a form of postgraduate 
education for doctors.”’ Miss Noyes, advertising’s 1957 
“Woman of the Year,” is associated with Noyes and 
Sproul, Inc. 

Considering that 403 new ethical drugs were intro- 
duced last year, Miss Noyes feels that manufacturers 
are obligated to help keep doctors up-to-date. She 
further feels that this obligation must be reflected in 
advertising policies. 

Addressing the New York Association of Advertising 
Men and Women, Miss Noyes highlighted a study that 
shows the average doctor has only 32 minutes a day 
“to read his journals, look at his mail and interview 
detailists.” She concluded that the helpful ads are “the 
ones that are factually informative and not merely 
competitively oriented.” These, she added, will also be 
well read. GP finds itself in complete accord with Miss 
Noyes’ position. 

We would go on to say that this same obligation 
should also be embraced by publishers. In effect, they 
should follow a policy of publishing only those ads 
that will be of professional interest to the reader. This 
does not mean that all ethical advertising, by its very 
nature, is to be accepted without question. On more 
than one occasion, GP has lowered the boom on an ad 
for an ethical product—simply because the ad was in 
poor taste or was singularly uninformative. We don’t 
object to “reminder” ads (with the name of a single 
product emblazoned on a two-page spread) but we 
draw the line on many gimmicks and devices that do 
nothing more than waste one of those 32 precious 
minutes. 

By the same token, ads for products not classified as 
“ethical” (there should be a better word) can be useful 
and informative. If we have learned anything as a 
result of continuing attempts to establish advertising 
policy, it’s that there’s only room for a small number of 
inflexible rules and regulations. GP prefers to screen 
all ads and let each stand or fall on the basis of its 
individual merit. 

So we tip our hat to Miss Noyes and look forward to 
the day when all medical advertising is guided by a 
positive policy and a realistic approach that considers 
reader reactions. Such a policy will ultimately benefit 
everyone involved. —M.F.C. 
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Can antacid therapy be 


made more effective? 


Fot 
Do 


ANNOUNCING 
THE MOST SIGNIFICANT IMPROVEMENT | 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


> 


Each Creamalin Tablet contains mg. reactive, short poly- 
mer dried aluminum hydroxide gel, stabilized with hexitol, with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasing relief) 
4. No constipation « No acid rebound 

5. More pleasant to take 
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AMA Objections 
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Down in Committee 


EXECUTIVE DIRECTOR'S 


Newsletter 
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p> A parade of witnesses last month lauded and damned the 
controversial Forand compulsory health insurance bill (HR 

4700). As the dust slowly settled, it became obvious that 
the 1959 hearings were merely a preliminary bout. The main 
event will be staged in 1960, an important election year. 


> Testifying for the Academy, at the request of Dr. Paul 
Read, chairman of the Commission on Legislation and Public 
Policy, Dr. R. B. Robins told the House Ways and Means 
Committee that the Forand bill would "undermine and gravely 
damage" the nation's health care standards. Dr. Robins, a 
Camden, Ark., physician and a former Democratic national 
committeeman, presented "an unadorned, undiluted account" 

of the doctor-patient relationship under Britain's National 
Health Service. 

A _ week before the hearings, Dr. Robins made a special trip 
to England to obtain the latest and most authoritative 
information to bolster the Academy's testimony. He returned 
with an eye-witness account of "the red tape and bureaucracy 
that are part and parcel of the British experiment." He 
mentioned seeing patients treated "on an assembly line 
basis . . . with numbers supplanting names." 

Most _ informed observers agree that Dr. Robins' testimony 
effectively counteracted organized labor's pro-—Forand bill 
campaign. Although the hearings ended without a formal 
vote, HR 4700 has been temporarily "shelved." Dr. Robins 
is a close friend of Representative Wilbur Mills (D-Ark.), 
chairman of the House Ways and Means Committee. 


> Dr. Frederick C. Swartz, a Lansing, Mich., internist and 
the AMA's top witness, told committee members that a full— 
blown national compulsory health insurance plan would 
eventually cost the nation $20 billion a year. He added 
that a Forand-style program would also lead to the overuse 
and overcrowding of hospital facilities. 

Another AMA witness, Board Chairman Leonard Larson, added 
that voluntary health insurance is a more satisfactory 
answer. Larson said that a compulsory system "can only 
lead to disillusionment and inferior medical care for 
millions of older citizens." 

Despite AFL-CIO support, Forand enthusiasm for his own 
bill was not shared by members of the committee. Other 
supporters included the Physicians Forum and the Hospital 
Council of Philadelphia. 
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Medical and Hospital 
Associations Clash 


All Members Invited 
To SOC Conference 


Air Surgeon's Office 
Bans Family Doctors 


> The Wisconsin State Medical Society has accused the 
Wisconsin Hospital Association of staging a "Pearl Harbor" 
maneuver during "good faith" talks relating to a highly 
controversial legislative proposal (opposed by the society 
endorsed by the association). Dr. W. B. Hildebrand, presi- 
dent of the state society and a past president of the 
Academy, dispatched a letter to all WSMS members, urging 
an immediate counterattack. 

Dr. Hildebrand's letter points out that the bill would 
permit hospitals to dominate physicians and would permit 
fee—-splitting by doctors and hospitals. It adds that 
during negotiations with the hospital association, an 
association lobbyist sent a telegram to the State Assembly, 
endorsing immediate passage and terming Wisconsin physicians 
medical "prima donnas." 

The association contends that it "can't be responsible 
for the actions of every member." The action came while the 
two groups were considering a mutually—agreeable amendment. 


All Academy members are invited to attend the 1959 State 
Officers' Conference, September 26-27, and the Third Annual 


Symposium on Infectious Diseases, September 25. The SOC 
will be at the Muehlebach Hotel, Kansas City, Mo.; the 
symposium, at the nearby University of Kansas Medical 
Center. A portion of the expenses incurred by one SOC 
representative from each state chapter will be defrayed by 
the Academy. 

The two-day SOC program will feature panels on medical 
legislation, chapter office operations, chapter communica- 


tions, hospitals and undergraduate, graduate and post-— 
graduate education. There will be a banquet Saturday night 


and the program will close at 1 p.m., Sunday. 
The Friday symposium features six top scientific speakers, 


a reception at 6 p.m. and planned entertainment for the 
ladies. Members who attend will receive six hours of Cate- 


gory I postgraduate study credit. 


>» The Office of the Civil Air Surgeon, intent on status 


seeking, has decided that "the family doctor is a bum" (we 
quote a magazine published by the Aircraft Owners and 
Pilots Association). The CAS office, a branch of the 


Federal Aviation Agency, believes that even a private 
pilot's family doctor should put away his tongue depressor 
and make way for a colleague endorsed by the FAA. The 
same battle was fought in 1945 when the now-extinct Civil 
Aviation Agency voiced the same conviction. 

Dr. Charles M. Starr, president-elect of the Flying 
Physicians Association, parried with what seems to be an 
even less logical alternative. Dr. Starr contends that 
only former flight surgeons and licensed pilot—physicians 
deserve the blessing of the FAA. We point to Dr. Gesta 
Evert Karlsson, Ingemar Johanssen's personal physician. 
Should Dr. Karlsson, in addition to being an able radiolo- 
gist and surgeon, also be a boxer? 


—M.F.C. 
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motor driven table . . . spot device 
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. 100 MA Control, floor, 
desk or wall mount 
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Ave., Los Angeles, Calif. 


Commission on Membership and Credentials: NorMAN R. Boon, 
M.D., Chairman, 447 E. 38th St., Indianapolis, Ind. 

Terms to Expire 1960: Cuartes E. WuBanks, Jr., M.D., 727 N 
Lewis, Tulsa, Okla.; Francis P. Ruoapes, M.p., Maccabees 
Bldg., Detroit, Mich.; C. J. KLAAREN, M.D., Box 402, Moscow 
Ida. 

Terms to Expire 1961: Kennet H. Beene, M.D., 101 S. Division 
Ave., Sterling, Colo.; Joun C. Smrru, M.p., 2227 S. 52nd 
Ave., Cicero, Ill.; Jutrus MicHAELson, M.D., Box 945, Foley 
Ala. 

Terms to Expire 1962: Sidney R. Branson, M.D., South Windha 
Me.; William M. Moncrief, M.D., 756 Cypress St., N. 
Atlanta, Ga.; Joseph W. Telford, M.D., 3255 4th Ave., Sa 
Diego, Calif. 


Committee on Scientific Assembly: Garr L. Lester, M.D., Chair, 
man, 1 Morris Ave., Chautauqua, N.Y. (term expires 1960) 
Watter W. Sackett, Jr., M.p., Chairman of Subcommittee « 
Scientific Exhibits, 2500 Coral Way, Miami, Fla. (¢erm expire 
1960) 

Terms to Expire 1961: V. Launey, JR., M.D., 9528 Wel 
Chapel Rd., Dallas, Tex.; Amos N. Jonnson, M.p., Garland 
N.C. 

Terms to Expire 1962: Bernard P. Harpole, M.D., 1920 N. 
Johnson, Portland, Ore.; Eugene W. Peters, M.D., 18599 La 
shore Blud., Cleveland, Ohio. 


Herman E. Dru, M.D., ex officio, 23 9th Ave., Hopkins, Minn 


Committee on Insurance: Herbert W. Salter, M.D., Chairma 
4900 Euclid Ave., Cleveland, Ohio (term expires 1960) 

Terms to Expire 1960: Norman F. Coutrer, M.p., 1516 Kul 
Ave., Orlando, Fla.; Robert A. Price, M.D., 3602 N. 15th Av 
Phoenix, Ariz. 

Terms to Expire 1961: Ricuarp P. M.p., 38 Church 
Saranac Lake, N.Y.; Donald F. Bartley, M.D., 9 N. Hans 
St., Easton, Md.; James D. Weaver, M.D., 3123 State 
Erie, Pa. 
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Terms to Expire 1962: Georce E. Burket, Jr., M.D., Box 273, 
Kingman, Kan.; Frank H. Green, m.d., 134 E. 2nd St., 
Rushville, Ind.; Peter J. Scafarello, M.D., 410 Asylum St., 
Hartford, Conn. 


Committee on Constitution and By-Laws: ArTHUR P. REDING, M.D., 
Chairman, Marion, $.D.; Lztanp S. Evans, M.p., 217 W. 
Gourt Ave., Las Cruces, N.M.; Charles K. Rose, Jr., M.D., 
9115 Hanover Ave., Allentown, Pa.; Thomas E. Robinson, M.D., 
2009 S. 11th E., Salt Lake City, Utah; Harold E. Jervey, Jr., 
M.D., 1515 Bull St., Columbia, S.C.; C. H. Stark, M.D., 
Paramount Bldg., Cedar Rapids, Ia. 


Liaison Committee on Voluntary Prepaid Medical Care: WILLIAM F. 
PurnaM, M.D., Chairman, Lyme, N.H.; Paul J. Seifert, Jr., 
M.D., 509 California, Libby, Mont.; John B. Howell, M.D., 
107 E. Peace St., Canton, Miss.; Seigle W. Parks, M.D., 102 
Adams St., Fairmont, W. Va.; Julian K. Welch, Jr., M.D., 
107 N. Lafayette Ave., Brownsville, Tenn. 


lisison Committee with Council on Rural Health of the AMA: BEN- 
jamin N. SALTZMAN, M.D., Chairman, 111 W. 6th St., Mountain 
Home, Ark.; Georce W. Karetas, M.p., Newberry, Fla.; 
Joun R. Ropcer, Bellaire, Mich.; Asael Tall, M.D., 
119 N. State St., Rigby, Ida.; Edgar B. Morgan, M.D., 2708 
Frankfort Ave., Louisville, Ky. 


Mead Johnson Scholarship Award Committee: BERNARD E. EpwarbDs, 
u.p., Chairman, 704 N. Main St., South Bend, Ind.; WALTER 
T. Gunn, M.D., 4617 Dahlia Ave., St. Louis, Mo.; Rosert E. 
Verpon, M.D., 576 Anderson Ave., Cliffside Park, N.J.; 
Donato H. Kast, M.p., Bankers Trust Bldg., Des Moines, 
Ta.; Dennis Cunningham, M.D., 1626 E. Charleston Blud., 
Las Vegas, Nev.; Bertram L. Trelstad, M.D., 2054 Capitol St., 
N.E., Salem, Ore. 


Ross Award Committee: R. VARIAN SLOAN, M.D., Chairman, Aina 
Haina Shopping Center, Honolulu, Hawaii; Ratpn J. Lum, 
Jr., M.D., 601 Miramar Ave., Santurce, Puerto Rico; Willard 

H. Pennoyer, M.D., Hynds Bldg., Cheyenne, Wyo.; Alan K. 

Johnson, M.D., 410 6th St., E., Williston, N.D.; Russell G. 

McAllister, M.D., 1018 W. Franklin St., Richmond, Va. 


Uaison Committee on National Defense: SPENCER YORK BELL, M.D., 
Chairman, 1826 W. Clinch, Knoxville, Tenn.; Perer C. H. 
Eninakes, M.D., 28 Berkeley Rd., East Greenwich, R.I.; Crype 
1. Swert, M.p., 18 Sherman St., Island Falls, Me.; Cyrus G. 
REZNICHEK, M.D., 1912 Atwood Ave., Madison, Wis.; Maynard 
L. Shapiro, M.D., 8911 S. Chappel Ave., Chicago, Ill.; Charles 
R. Marlowe, M.D., 1833 Broadway, Toledo, Ohio. 


Committee on Industrial Health: Locan T. ROBERTSON, M.D., 
Chairman, 17 Charlotte St., Asheville, N.C.; Wu B. 
Hupesranp, M.p., 59 Racine St., Menasha, Wis.; Lester D. 
Bibler, M.D., Underwriters Bldg., Indianapolis, Ind.; Carleton 
R. Smith, M.D., 1101 Main St., Peoria, Ill.; Charles F. Shook, 
M.D., Ohio Bldg., Toledo, Ohio. 


Advisor of the Board on International Medical Affairs: U. R. BRYNER, 
M.D., 508 E. South Temple St., Salt Lake City, Utah. 


Committee on Mental Health: M. C. WicINTON, M.D., Chairman, 
310 W. Thomas St., Hammond, La.; ANpREw S. Toms, M.D., 
Box 3155, Victoria, Tex.; EuGENe I. BAUMGARTNER, ™.D., 
% Alder St., Oakland, Md.; I. P. FRouMAN, M.D., 2924 Nichols 

Ave., S.£., Washington, D.C.; Ricuarp H. GwarTney, M.D., 
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1098 ‘*D” St., San Bernardino, Calif.; Lawrence E. Drewrey, 
M.D., 222 Van Buren, N.W., Camden, Ark.; Ropert M. Fon- 
NER, M.D., 3225 N. Laramie Ave., Chicago, Ill.; Austin B. 
KraaseL, M.D., 415 N. 85th St., Seattle, Wash.; Joun F. 
Lorck, M.D., 114 3rd Ave., S.E., Independence, Ia. 


Special Committee on Invitational Scientific Congress: Paul S. Read, 
M.D., Chairman, 2415 Fort St., Omaha, Neb.; James M. 
Perkins, M.D., 227 16th St., Denver, Colo.; John O. Milligan, 
M.D., 1120 Boylston Ave., Seattle, Wash. 


Liaison Committee with the Specialty Societies: Malcom E. Phelps, 
M.D., Chairman, 203 S. Macomb, El Reno, Okla.; James M. 
Perkins, M.D., 227 16th St., Denver, Colo.; John P. Lindsay, 
M.D., 5410 Harding Rd., Nashville, Tenn. 


Committee for Liaison with General Practice Section of AMA on 
Certifying Board: John P. Lindsay, M.D., Chairman, 5410 
Harding Rd., Nashville, Tenn.; Louis F. Rittelmeyer, Jr., M.D., 
University of Mississippi Medical Center, Jackson, Miss.; Carroll 
B. Andrews, M.D., Box 367, Sonoma, Calif. 


Liaison Committee with Advisory Board for Medical Specialties: 
John G. Walsh, M.D., Chairman, 2901 Capitol Ave., Sacra- 
mento, Calif.; Holland T. Jackson, M.D., Medical Arts Bldg., 
Ft. Worth, Tex.; J. 8S. DeTar, M.D., 55 W. Main St., Milan, 
Mich. 


Committee on 1959 State Officers’ Conference: Carroit L. WITTEN, 
M.D., Chairman, 2237 Taylorsville Rd., Louisville, Ky.; Paut 
S. Reap, m.p., 2415 Fort St., Omaha, Neb:; Carrow B. 
ANDREWS, M.D., Box 367, Sonoma, Calif.; Ricuarp P. 
LAIRE, M.D., 38 Church St., Saranac Lake, N.Y.; Mr. Donatp 
C. Jackson, Advisor, 1905 N. Lamar, Austin, Tex. 


The Chairman of the Board of Directors and the President are 
ex officio members of all commissions and committees. 
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patient and listless 


Daniel Blain, M.D. has an excellent background for the writing of his article, 
“Psychiatric Aspects of Aging.” He was medical director of the American Psy- 
chiatric Association for ten years before becoming professor of clinical psychiatry 
at the University of Pennsylvania last year. He also serves as director of mental 
health training and research for the Western Interstate Commission for Higher 
Education. In March, 1959, Governor Edmund G. Brown appointed Dr. Blain 
director of California’s Department of Mental Hygiene. Among his other medical 
affiliations are the American Board of Psychiatry and Neurology, APA and the 
American College of Physicians. Page 84 


This Month's Authors 


Edward A. Dunlap, M.D. has been associated with Cornell Medical Center 
since 1944, At present he is assistant professor of surgery (ophthalmology). His 
subspecialty is motor anomalies, which led him to write ‘The Management of 
Strabismus,” the article which appears in this issue. Dr. Dunlap took pre- 
medical work at Westminster College in New Wilmington, Pa. and received his 
medical degree from Western Reserve University in 1935. He interned and took 
his specialty training at Gorgas Hospital, Ancon, Canal Zone; University of 
Maryland Hospital, Baltimore and New York Hospital, New York. Dr. Dunlap 


is this month’s Practical Therapeutics author. 


Edward H. Reisner, Jr., M.D. was graduated from the College of Physicians & 
Surgeons, Columbia University in 1939. Until 1942, he took his internship and 
residency at Fourth Medical Division, Bellevue Hospital, New York City and in 
pediatric service, New York Hospital. Since then, Dr. Reisner has received 
numerous professional and academic appointments. Currently, he is consultant 
in internal medicine (hematology), USPHS Hospital, Staten Island, N.Y.; con- 
sulting hematologist, Richmond Memorial Hospital, Staten Island, and assistant 
attending physician, St. Luke’s Hospital, New York City. Dr. Reisner’s article 


is “Vitamin By and Folic Acid in Medical Practice.” Page 94 


E. Thurston Thieme, M.D. is the author of many articles on gallbladder 
disease and related subjects in general surgery. His article, “The Management 
of Acute Cholecystitis,” appears in this issue. Dr. Thieme was graduated from 
Harvard Medical College, interned at the University of Michigan Hospital and 
took a four-year residency in general surgery there. Except for four years’ service 
with the Army, he has been in private practice in Ann Arbor, Mich., since 1938 
and currently is chief of staff and head of the department of surgery at St. Joseph 
Mercy Hospital. Dr. Thieme is also an instructor at the University of Michigan 


Medical School. 


Edward Byrd Truitt, Jr., Ph.D., author of “Therapeutic Risks of Aminophyl- 
line,” is the young associate professor of pharmacology, University of Maryland 
School of Medicine, Baltimore. He attended the Medical College of Virginia, 
School of Pharmacy, Richmond, where he received his B.S. degree in 1943. In 
1950 he received his Ph.D. in pharmacology from the University of Maryland, 
Baltimore. His society memberships include the American Society for Pharma- 
cology and Experimental Therapeutics, American Chemical Society, American 
Pharmaceutical Society, Society for Experimental Biology and Medicine and New 
York Academy of Sciences. Page 101 
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To the relief of musculoskeletal pain, 
MEDAPRIN’ 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.t Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
e 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
e 1 mg. Medrol, to suppress the causative 
inflammation 
e@ 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMARK, REG. U.S. PAT. OFF. METHYLPREDNISOLONE, UPJOHN 
tratio OF DESIRED EFFECTS TO UNDESIRED EFFECTS 


Mict _Upi | 


The Upjohn Company, Kalamazoo eer 
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No Problem 


Dear Sirs: 

I was intrigued by the letter from Dr. W. S. Foultz of 
Lodi, Calif. (May, 1959 GP). In my practice there is no 
difficulty, 

I freely admit that I am not an orthopedic specialist. 
I make it clear to each specialist, whom I ask for help, that 
he is fully competent only in his field. So we work together. 
I, in collaboration with him, take care of the patient’s gen- 
eral problem and he, in close friendly fashion, takes care of 
the special problem. I never have “specialist trouble.” 

BELTZ, M.D. 


Los Angeles, Calif. 


Jolted from Crime 


Dear Sirs: 

In the February, 1959 GP, Dr. Bertram Moss demands 
ina refreshingly open-minded article, a wider perspective 
in looking at the delinquency problem, and asks the 
family physician to assist in the prevention of crime. 

Dr. Moss points to the dilemma in treating youthful 
criminals: to stern admonishment the youth becomes im- 
mune, after submitting to it for years; probation means 
authorization to one free crime before punishment; im- 
prisonment, meant for correction, results practically in 
more advanced training of a potential criminal. 

Ifa corrective institution is too pleasant an environment, 
exresidents may allay fears of others of such a camp-like 
sojourn. Psychiatric treatment of criminals rather than 
Punishment is controversial and impractical because of the 
size of the problem, and it becomes entirely hopeless in the 
field of prevention, since there is lack of personnel even 
for overt noncriminal psychotics. 

The family physician knows well the background of the 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Yours Truly... 


delinquent’s development and the deplorably unsatisfac- 
tory means which law enforcement possesses to cope 
with juvenile crime. 

The task of prevention in this field is frustrating and 
confusing; many disturbed youths never turn to crime, 
while unfortunate associations may lead other seemingly 
balanced adolescents astray. 

Since the high incidence of delinquency and criminality 
and of recidivism is impressive proof of failure of our 
methods, there is need for open-minded experimentation 
in new approaches. Both the proponents of psychotherapy 
and of dissuasion by punishment agree that juvenile prisons 
are an evil solution. 

A compromise combining psychiatric treatment and 
dissuasion by some expected unpleasantness may be 
achieved by applying experimentally a much mollified and 
blunted electroshock therapy. The method is time-proven 
in some psychiatric disorders and may be an effective 
treatment in substitution of prison terms, except in the 
most serious crimes. With a small discharge of static elec- 
tricity from a condensor there is assurance of harmlessness, 
since no electrical current is involved. It can be produced 
readily in variable degrees to fit the case. 

Such therapy after due process of law may be admin- 
istered after consultation and under the supervision of 
psychiatrists. It could be made mandatory as a treatment 
of a disorder which menaces society—there is a precedence 
in smallpox vaccinations or quarantine requirements—and 
crime certainly causes much more injury and death in the 
United States than smallpox. 

A brief psychiatric reorientation of the patient to con- 
solidate any gains should follow, also the assurance that 
he would be eligible for further treatment if a relapse 
should necessitate it. Such mild shock treatment may 
possibly all but remove the blight of juvenile prisons and 
the hanging sentences of deferments and probation. It is 
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In Coronary 
Insufficiency. .. 


Your high-strung angina patient 
often expends a “100-yd. dash” 


worth of cardiac reserve 


through needless excitement. 


Curbs emotion 
as it boosts 


coronary 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 

for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 


Miltown® (meprobamate) + 


Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 

Supplied: Bottles of 50 tablets. 

Usual dosage: 1 or 2 tablets q.i.d. before meals 
and at bedtime. Dosage should be individualized. 


Wa WALLACE LABORATORIES + New Brunswick, N. J. 


CML-9159-59  “rRADE-MARK 
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surprising how often juvenile toughs are afraid of minor 
medical procedures, such as suturing a laceration, and in 
this sense, the bona fide psychiatric care may incidentally 
act as a strong deterrent. 

It is claimed that much of our criminality is an expression 
of inhibited, frustrated, suppressed and disturbed indi- 
viduals. 

Even if such short and mild treatments would not neces- 
sarily cure a disturbed individual, it may prevent the 
acting ovt of unresolved personality conflicts in crime, the 
least desirable expression of it. 

If the sad parade of young hoodlums, eroded by cyni- 
cism, will feel that their anti-social activities may receive 
serious attention and treatment by a medicolegal team, a 
wholesome respect for the rights of others may be restored. 

H. H. NEUMANN, M.D. 


Elmont, N.Y. 


Date for Vienna 


Dear Sirs : 

The College of Medical Practice (Arbeitsgemeinschaft 
fur Praktisch Angewandte Medizin) founded this spring 
by Dr. Robert Braun of Brunn, Austria plans to hold its 
own first congress on September 26-27 in Vienna. Would 
you be kind enough to send a member as a delegate or 
observer to this congress ? 


K. ENGELMEIER, M.D. 


Westfalen, West Germany 


Any members planning to be on the continent in Sep- 
tember? If so, communicate with publisher of GP.—Pus- 
USHER 


Satisfied Authors 


Dear Sirs: 

Thank you very much for the honorarium sent me for 
my paper, “The Treatment of Vascular Headaches” 
(April, GP). It was a pleasure for me to write this paper 
for your magazine and I have already started receiving re- 
quests for reprints of it. I realize that GP has a very wide 
circulation and I consider it an opportunity to have articles 
published in a periodical having such wide dissemination. 

Russet N. DeJonc, M.p. 


University of Michigan 
Ann Arbor, Mich. 


Dear Sirs : 

Thank you for your recent letter and the enclosed 
honorarium. It was a pleasure to submit the article (‘‘Insu- 
lin, Sulfonylureas and the Diabetic Patient,” April, GP) 
to GP and to note your fine editorial work. Also I noted 
that your magazine is prepared in a much more interesting 
manner, utilizing color charts rather than the usual bland 
black anc! white technique. 


E. A. Haunz, M.D. 


Grand Forks Clinic 
Grand Forks, N. D. 
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Dear Sirs: 


I want to acknowledge with thanks your generous 
honorarium for my article, ‘‘Cancer Detection in General 
Practice” (April, GP). 

I am indebted to you and your editorial staff for the 
excellent editing of my paper. The article was very much 
improved by it. 

It was a privilege to have my work published in GP and 
I shall be happy to submit other papers in the future.: 

Rotanp A. Logs, 
Lancaster, Pa. 


Pleasant Encounter 


Dear Mr. Cahal: 

Thank you for your part in making our ninth annual 
meeting a thoroughly enjoyable one for the delegates and 
members of the Student American Medical Association. 

The speaker was inspiring and the luncheon very pleas- 
ant. I am looking forward to future encounters with the 
American Academy of General Practice. 

Patricia Joo 
President-elect 
Wisconsin Chapter 
SAMA 
Madison, Wis. 


“Hope” for Peace 


Dear Mr. Cahal: 

Thank you for your letter and the check for $50 from the 
Academy. It is very reassuring to have this support from 
the Academy and I am sure that you will be pleased to have 
participated in what is going to be a wonderful program 
for world peace. 

B. WatsH, M.D. 
Project Hope 
The People to People Health Foundation, Inc. 
Washington, D. C. 


Still Coming 


Dear Sirs: 

I had a patient today who came as a result of the article 
on availability of family doctors which was carried some 
time ago in Reader's Digest. 

She wrote to Headquarters asking for a doctor in Santa 
Barbara and your office sent her a list. 

Cuartes A. Preuss, M.D. 
Santa Barbara, Calif. 


Speakers Applaud 


Dear Sirs: 

May I say that this is one of the finest conventions that 
I have attended. I sincerely appreciate being able to witness 
the enthusiasm which your membership has for these post- 
graduate and instructive courses and their diligence in 
attending all lectures. This is one of the largest audiences 
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that I have ever addressed in spite of having been on na. 
tional programs all over the country. This speaks well for 
your group. 

N. FREDERICK HICKEN, 
Salt Lake City, Utah 


Dear Sirs: 

I should like to express my very sincere thanks and 
appreciation of your thoughtfulness in sending the lovely 
bouquet and magnificent basket of fruit. My wife and | 
enjoyed them very much and they helped make the occa- 
sion a very pleasant one for us. 


B. E. LowENsSTEIN, .p. 
Ocala, Fla. 


Dear Sirs: 

Please accept my most sincere appreciation for your 
generous and wonderful hospitality. Mrs. Nechtow and | 
were privileged to be there and your attention to our needs 
made our stay completely wonderful. 

MITCHELL J. NECHTOW, M.D. 
Chicago, IIl. 


Dear Sirs: 

I am grateful for the many courtesies I enjoyed as guest 
of the American Academy of General Practice at the re- 
cent meeting in San Francisco. My wife, too, greatly ap- 
preciated the flowers and fruit and the ticket for the 
fashion luncheon. 

The subject of surgical convalescence, of which I had 
been rather apprehensive, proved to be popular, and I hope 
that your members will think it was worthwhile. Certainly 
I learned quite a lot during the year of preparation and 
thinking which such a paper entails. 

F. H. BEentTLey, M.D. 
Portland, Ore. 


Dear Sirs: 

I had a very pleasant stay in San Francisco and I hope 
that the members of the Academy enjoyed my talk as much 
as I enjoyed giving it. I should like to express my appre- 
ciation to you for all the excellent arrangements, including 
the delicious fruit. 

FRANCISCO GRANDE, M.D. 
Minneapolis, Minn. 


Dear Sirs: 


I would like to thank you for the most cordial time you 
showed Mrs. Vogel and me in San Francisco. We are most 
appreciative of the beautiful bouquet of flowers and the 
basket of fruit which you sent to our room. I thought the 
Assembly was a great success and very profitable to your 
members. 

Epwarp H. Voce, JR. 
Lt. Colonel, MC 
Director 
U.S. Army Surgical Research Unit 
Brooks Army Medical Center 
Fort Sam Houston, Tex. 
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hypercholesterolemia 
Was 
original anti-atherosclerotic formula 
combining lipotropic factors with 
unsaturated fatty acids... 
the physiological level —jipotropt 
factors stabilize function of the liver . . . the 
of metabolism of cholesterol, lipoproteins 
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Dear Sirs: 

I do want to express my thanks to you for the hospitality 
and many courtesies extended Mrs. Baker and me at your 
San Francisco meeting. I would also like to congratulate 
you on the fine organization and the precision with which 
the program was conducted. . 


Mrs. Baker and I enjoyed the Monday evening dinner - 


very much. It was one of the most entertaining programs 
[have had the good fortune to see. 

W. Baker, M.D. 
Seattle, Wash. 


Dear Sirs: 
I want to thank you for your kindness throughout all 
the arrangements for the meeting, and particularly for 


your thoughtfulness in looking after my vitamin require- . 


ments while I was in San Francisco! 
GrorFrey EDSALL, M.D. 
Director 
Division of Communicable Disease 
Walter Reed Army Institute of Research 
Walter Reed Army Medical Center 
Washington, D. C. 
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her family, 


she needs your help 
more than ever 


the most widely prescribed contraceptive 
WHENEVER A DIAPHRAGM IS INDICATED 


at» 
ope — 
uch 
pre- 
Jing 
D. 
| 
nost : 
the = f fe) tt G 
Ortho 
- 36399 3 
27 


Tofranil 


brand of imipramine HCl 


An entirely new compound originated in 
Geigy research laboratories, Tofranil: 


Exercises selective action on the symptoms 
of uncomplicated depression 


Is effective in 70-85% of cases, particularly 
those of endogenous depression 


Is frequently successful in even the most 
profound and chronic cases 


Is virtually devoid of serious side reactions 
Reduces the need for electro-convulsive therapy 


May be administered by either oral or intra- 
muscular routes 


Indications for Tofranil include: 
Endogenous Depression, Reactive Depression, 
Involutional Melancholia, Senile Depression, 
Depression associated with other 

Psychiatric Disorders 


Detailed literature on request 


in the 


Treatment of Depressio 


Availability: 
Tofranil® (brand of imipramine HC1) ; Sugar-coated 
coral-colored tablets, 25 mg. each, in bottles 

of 100. Ampuls for intramuscular administration 
only, each containing 25 mg. in 2 cc. of 
solution (1.25 per cent) in cartons of 10 and 50. 


Selected Bibliography: 

1. Ayd, E J., Jr.: Bulletin of School of Medicine, 
University of Maryland 44:29, 1959. 

2. Azima, H.:; Canad. M.A.J. 80:535, 1959. 

3. Azima, H., and Vispo, R. H.: Am. J. Psychiat. 
115:459, 1958. 4. Kuhn, R.: Am. J. Psychiat. 
115:459, 1958. 5. Lehmann, H. E.; Cahn, C. H., 
and de Verteuil, R. L.: Canad. Psychiat. A. J. 
3:155, 1958. 6. Mann, A. M., and 
MacPherson, A. S.: Canad. Psychiat. A. J. 

4:38, 1959. 7. Sloane, R. B.; Habib, A., and 
Batt, U. E.: Canad. M.A.J. 80:540, 1959. 

8. Straker, M.: Canad. M.A.J. 80:546, 1959. 
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Back at work... no angina in 2 months 
...on Metamine Susiained 6.1.d. 


In angina pectoris, even after myocardial infare- 
tion, an early return to useful activity is now 
recognized as of special therapeutic value.' Ideal 
protective medication for the active, employed 
anginal patient is provided by METAMINE® Sus- 
TAINED, b.i.d. (1 tablet on arising and 1 before 
€ evening meal). There is little danger of a 
skipped dose; the patient “is more faithful” to 
simplified regimen. And METAMINE SUs- 
TAINED) protects many patients refractory to other 
tardiac: nitrates.2 Moreover, when you prescribe 


ESlipyan, a: J.A.M.A, 168:147, Sept. 13, 1958. 2, Fuller, H. L. and Kassel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956, 


METAMINE SUSTAINED, q. 12 h., your patient re- 
quires less nitroglycerin and remains fully re- 
sponsive to that vital emergency medication. And 
METAMINE SUSTAINED (aminotrate phosphate, 10 
mg., LEEMING) is virtually free of nitrate side 
effects (nausea, headache, hypotension) .? 
Supplied: bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE, METAMINE WITH BUTABARBITAL, 
METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


Thos. Leeming ¢ Gene. New York 11. 


PERSONALITIES 


IN THE MEDICAL NEws 


Joseph C. Foust, M.D. 
A Matter of Charity 


“It’s just a matter of charity and justice— perhaps the potential o 
communism can be met this way, this way of Christian charity.” Thif 
is how Academy Member Joseph C. Foust, Ionia, Mich., feels abou 
his decision to practice in the back country of Tanganyika. Th¢ 
35-year-old Dr. Foust, his wife and six children sailed in June fo 
Africa, where he intends to devote his time treating sick natives 
Although he is sponsored by the Foundation for All Africa, Inc., : 
nonsectarian group, Dr. Foust is paying for the move out of his 
personal savings. Along with a truck and house trailer, he took 4 
modest supply of medicine and equipment, gifts of physicians and 
‘medical supply houses. Once in Africa, the young physician said he 
hoped friends would continue to send supplies, as “It’s the only way 
we'll be able to get them.” A graduate of St. Louis University, Dr. 
Foust was formerly chief of the obstetrics department, Ionia County 
Memorial Hospital. 


Daryl P. Harvey, M.D. 
A Second Appointment 


Acapemy Memser Daryl P. Harvey has received his second Presiden: 


tial appointment within the year. Named vice chairman of the | 

White House Conference on Children and Youth last November, th 
Glasgow, Ky., family physician has recently been appointed a mem 
ber of the President’s Citizens Advisory Committee on the Fitnes 
of American Youth. This committee, which serves in an advisory 
capacity to the Council on Youth Fitness, considers and evaluate 
“existing and prospective governmental and private measures Con 
ducive to the achievement of a happier, healthier American Youth.’ 
Committee members represent all sections of the nation and are 
designated to “‘serve as individuals and act in liaison with organ 


tions, institutions, agencies or groups representing the total popula; 
tion of the country.” Dr. Harvey, currently serving as president ¢ 
the Kentucky Academy of General Practice, is a member of th 
Commission on Legislation and Public Policy. 
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Vernon E. Wilson, M.D. 
The First Dean 


On November 1, Academy Member Vernon E. Wilson 
will become dean of the University of Missouri School 
of Medicine. This is a milestone for the Academy as 
well as for Dr. Wilson. He is the first Academy mem- 
ber to be named a medical school dean. 

Dr. Wilson, who is currently acting dean, University 
of Kansas School of Medicine, has personally super- 
vised that school’s rural preceptorship program. Be- 
cause of the national interest created by this work, he 
has been invited to present a paper on “Methods of 
Preceptorship Programs” at the fall meeting of the 
World Conference on Medical Education. 

As a young man, the new dean planned a career in 
medicine, but the depression and family responsibili- 
ties forced a postponement of his studies. For a con- 
siderable time he did personnel and traffic manage- 
ment work in a transportation firm, then, in 1943, was 
called to active duty in the Navy. After his discharge 
three years later, he decided to carry out his plans to 
study medicine. Dr. Wilson was graduated from the 
University of Illinois with both a master’s degree in 
pharmacology and a medical degree. In 1953, he 
joined the Kansas faculty as assistant dean and assist- 
ant professor of pharmacology and four years later 
was named associate dean. Dr. Wilson has been acting 
dean since May 15. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will have 
an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for post- 


graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when available. 


Aug. 17-29. Michael Reese Hospital, course in electrocardio- 
graphic interpretation, Michael Reese Hospital, Chicago. 

Aug. 24-27. American Hospital Association, meeting, Statler 
Hotel, New York City. 

Aug. 30-Sep. 4. World Medical Association, world conference on 
medical education, Palmer ‘House, Chicago. 

Aug. 30-Sep. 4. American Academy and American Congress of 
Physical Medicine and Rehabilitation, instructional seminar, 
Minneapolis, Minn. 

Sep. 7-12. World Medical Association, 13th general assembly, 
Montreal, Canada. 

*Sep. 9-11. Oregon, Washington, Idaho ond Montana chapters, first 
northwest regional meeting in conjunction with the Sommer 
Memorial Lectures, Portland, Ore. (15 hrs.) 

*Sep. 13. Oklahoma chapter and Red River Valley Section (Okishoma) 
chapter, sixth annual meeting, Lake Murray Lodge, Ardmore. 

*Sep. 16-17. Ohic chapter, annval meeting, Franklin County Veterans 

: Memorial, Columbus. (10 hrs.) 

*Sep. 20-22. Wisconsin chapter, annual meeting, Milwaukee Audi- 
torium, Milwaukee. (10 hrs.) 

*Sep. 22-23. Minnesota chapter, ninth annual refresher course, Hotel 
Radisson, Minneapolis. (12 hrs.) 

*Sep. 23-24. Mississippi chapter, annual meeting, Hotel Heidelberg, 
Jackson. (10 hrs.) 

Sep. 23-25. Oregon State Medical Society. 85th annual session, 
Memorial Armory, Medford. (15 Ars.) 

*Sep. 25. American Academy of General Practice, University of Kan- 
sas and Lederle Laboratories, Annual Symposium on Infectious 
Diseases, Battenfeld Auditorium, University of Kansas Medical 
Center, Kansas City, Kan. (6 hrs.) 

Sep. 26-27. American Academy of General Practice, Annual State 
Officers’ Conference, Hotel Muehiebach, Kansas City, Mo. 
*Sep. 27. Massachusetts chapter, annual meeting, Statler-Hilton Hotel, 

Boston. (12 hrs.) 

*Sep. 27-29. lowa chapter, annual meeting, Savery Hotel, Des Moines. 
(12 hrs.) 

*Sep. 28-29. Chattanooga (Tennessee) chapter, Tennessee Valley 
Medical Assembly, Read House, Chattanooga. (12 hrs.) 

Sep. 28-Oct. 2. American College of Surgeons, meeting, the 
Traymore Hotel, Atlantic City, N. J. 

*Oct. 1-2. Seuth Carolina chapter, annual meeting, Clemson House, 
Clemson. (15 hrs.) 

Oct. 1-2. Southern Trudeav Society, 45th annual meeting, Biloxi, 
Miss. (9 Ars.) 

*Oct. 2. Oklahoma chapter and University of Oklahoma, symposium 
on “Medical and Surgical Problems in the Senior Citizen,” 
Skirvin Hotel, Oklahoma City. 

*Oct. 2-3. Idaho chapter, annual meeting, Hayden Lake Cour try 
Club, Hayden Lake. 

Oct. 3. Maine chapter, annual business meeting, Lewiston. 

*Oct. 4-7. Texas chapter, annual meeting, Buccaneer Hotel, Gal- 
veston. 

Oct. 7. Academy of Medicine of Cleveland, et al., symposium on 
the therapy of acute injuries, Auditorium of Allen Memorial 
Medical Library, Cleveland, Ohio. (5 Ars.) 

*Oct. 8-9. Tennessee chapter, annual meeting, Nashville. 

*Oct. 12-15. California chapter, annual meeting, Hote! Statler, Los 
Angoles. (13 Ars.) 

*Oct. 13-15. Wisconsin chapter, et al., circuit teaching program, 
Green Bay, Ashland and Wisconsin Rapids. (4 hrs. fotal) 


CONT INUED ON PAGE 25 
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the anatomy of touel...£xQuisitE SENSIBILITY 
An alert and exquisite “fifth sense” in clinical diagnosis is tactile sensibility, as, 
for example, in discerning the presence and quality of a nodule in the thyroid. 
Patients esteem their own tactile sensibilities, as well, and notably in the choice of a prophylactic, 
RAMSES,® for example, in which utmost sensitivity is preserved —“built-in.” The superior pro- 
phylactic, RAMSES is a tissue-thin rubber sheath of amazing strength, of solid clinical reliability, 
and yet smooth as silk, transparent as gossamer, almost out of human awareness. 

RAMSES enables the physician to rely on rigorous cooperation for putting an end to the cycle 
of re- and re-infection with Trichomonas,’ due most often to unprotected sexual intercourse.” 
Without imposition, or deprivation, for the sake of cure, routinely using RAMSES will assure 
positive clinical control with a minimum of awareness, for in RAMSES the sensitivity is “built-in.” 
osesce 1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 


Pacini’s corpuscle Meissner’s corpuscle Ruffini’s spindle 
(pressure sensibility) 2 (tactile information) (warmth) 


({RAMSES 


RUBBER PROPHYLACTICSs 


RAMSES’ 


PROPHYLACTICS 


2. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958, 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 
RAMSES is a registered trade-mark of Julius Schmid, Inc. 


DOZEN GENUINE TRANSPAREN 
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A Sensible Bill 


EVERY SO OFTEN we read a bill, introduced in the 
House or the Senate, that has more than minimum 
merit. Such a bill is S 1169, introduced by Senator 
Kenneth B. Keating (R-N. Y.). 

Senator Keating’s bill lets taxpayers deduct part 
of their health insurance premiums. This makes sense. 
Under established conditions, Uncle Sam lets his 
nephews and nieces deduct certain medical expenses 
and it follows that related insurance premiums should 
also be deductible. 

The senator’s proposal would be a shot in the arm 
for the voluntary health insurance industry but more 
important, it would put a premium on individual 
initiative and a citizen’s determination to manage his 
own affairs without government interference. 


D1 We say again, as we’ve said before, that it will be 
o| asad day when everyone sees Uncle Sam as an enor- 


% mously wealthy uncle, dedicated only to paying all 
our bills. It will be a tragic day when everyone spends 
his life in line—waiting for a handout, a dole, a sub- 
sidy, a grant or a gift. 


Fallout in Perspective 


A suRVEY of published information about radio- 
a fallout, it is evident that theré has been some 


fem Onfusion of facts and considerable variation of inter- 


Mumm Pretation of those facts. It was for that reason that 


fee Chairman McCone of the Atomic Energy Commission 
im Tequested the General Advisory Committee of the AEC 
tomake a review of the dangers of radioactive fallout 
from nuclear test explosions. The report of the com- 


im mittee, as published in Science for May 22, 1959, helps 


fm ° Put facts about fallout in their proper perspective. 
5 In preparing their report, the committee “reviewed 
tiie available facts and many opinions regard- 
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Editorials 


ing the magnitude of fallout to date, and how much 
can be anticipated in the future from weapons tests that 
have already been carried out by the United States, 
the United Kingdom and Soviet Russia.” In the 
course of that review, the committee concluded that 
the Atomic Energy Commission had not held back any 
significant information on actual fallout throughout 
the free world. The report went on to make the follow- 
ing points: 

‘Circulation of the upper atmosphere, and particu- 
larly the stratosphere, is much more complicated and 
the concentration of bomb debris less uniform than had 
been anticipated when early estimates were made. 
This has resulted in nonuniform distribution of fallout 
with higher concentrations in the middle latitudes of 
the Northern Hemisphere.” 

The amount of fission products put into the strato- 
sphere by all nuclear tests corresponds to about 100 
pounds of strontium-90, and about 50 per cent of this 
has already fallen out, leaving another 50 per cent 
still to fall. 

Although a full evaluation of the effects of fallout 
still is not possible, the hazard seems small when it is 
considered that the total to date is: “(1) less than 5 
per cent as much as the average exposure to cosmic 
rays and other background radiations; (2) less than 5 
per cent of the estimated average radiation exposure 
of the American public to x-rays for medical purposes.” 

**... human beings have lived for many generations 
in parts of the world which have five times or more the 
background radiation normal to the United States, or 
more than 100 times the average amount of radiation 
from fallout in the United States.” 

**... the amount of strontiym-90 which has been 
found in food and water is less of a hazard than the 
amount of radium normally present in public drinking 
water supply in certain places in the United States, 
and in public use for many decades.” 
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In the latter part of their report, the committee 
opined that the AEC has done an adequate study of 
radiation hazards from fallout and should continue 
such study. There was the further recommendation 
that “public health agencies, both national and local, 
should gradually assume responsibilities for matters 
pertaining to the regulation of all radiation hazards 
affecting the public. At present x-rays are the most 
important artificial source of such hazards.” 

Finally, the committee noted that there is a strong 
need to keep the public informed of the facts of fallout. 
In that connection, it was urged that the public be 
made to understand “that weapons tests have been an 
essential part of our effort to prevent the occurrence 
of nuclear war.” 

The report of the General Advisory Committee can 
be expected to be reassuring to the public with re- 
gard to the hazards of fallout. Unfortunately, however, 
those elements of the report that put fallout in perspec- 
tive have had a disquieting effect. So it is that local 
public health agencies throughout the nation have had 
inquiries about the radium content of the drinking 
water, and people are showing a disinclination to be 
subjected to x-ray studies of any kind. The latter reac- 
tion has the strong potentiality for becoming a serious 
nuisance to the medical and dental professions. 


Uncle Wilfred and the DAR 


Uncie Wirrrep cancelled a trip to New York after read- 
ing a resolution passed by the DAR. The DAR, it 
seems, wants the United States to withdraw from the 
United Nations and wants the UN to get off of U.S. soil. 
Uncle Wilfred fears that if they move the UN’s towering 
greenhouse, Manhattan won’t be balanced and the 
west side of the island may slip slowly into the Hud- 
son. Uncle Wilfred’s suggestion: Sell it to Uncle Sam. 
He’ll buy anything—including a building he paid for 
12 years ago. 


More and More Health Insurance 


Mr. James R. Wittiams, vice president of the Health 
Insurance Institute, recently pointed out that “health 
insurance has become a leading source of funds for 
payment of the nation’s medical bills, and already pro- 
vides the major share of hospital care costs.” Mr. 
Williams spoke at the Florida Association of Accident 
and Health Underwriters convention in Miami Beach. 
Mr. Williams stated that the nation’s medical bill 
increased more than 50 per cent between 1952 and 
1957 but added that health insurance benefits, de- 
signed specifically for hospital and medical services, 
increased 118 per cent during the same five years. 
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In 1948, Williams said, health insurance proyrams 
paid 27 per cent of the total cost of hospital services 
in the United States. The industry’s share of these 
same expenses, during 1958, was approximately 60 
per cent. 

“In the last five years,” the speaker continued, 
‘hospital insurance benefits have increased from $1.3 
billion in 1953 to $2.5 billion in 1958.” And, since 
1948, the number of Americans covered by health in- 
surance has doubled, from 61 million people in 1948 to 
121 million in 1958. 

However, Williams said, the rising cost of medical 
care has created a problem for the health insurance 
industry. 

He stressed that the public needs to be told, 
“through every possible channel of communication,” 
why health care costs are at their present level. Physi- 
cians, he said, must help tell this part of the health 
insurance story. 

Williams thus provided GP readers with good am- 
munition. But a magazine can only make sure that 
certain words appear on the printed page. If the 
message is to reach the patient, readers must assume 
this responsibility. Don’t bury these facts in a psychic 
deepfreeze. 


Hospital Insurance Benefit Payments 


Health Insurance Coverage 


3 


Health Insurance Benefits Paid 


1948 — $722 million 


1958 — $4.8 billion | 
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A Word of Caution 


Aumost TWO CENTURIES AGO, Dr. F. A. Mesmer, the 
Viennese physician, took hypnotism, an ancient phe- 
nomenon, and gave it a pseudoscientific cloak. Hyp- 
notism had great public appeal and Mesmer felt sure 
that he had occult powers and was, in the eyes and 
minds of his followers, a demigod—almost an im- 
mortal. 

But to the regular physicians he was a charlatan and 
was so branded by a government-appointed commis- 
sion of his colleagues. But there has since been a 
sneaking suspicion that the man had some sincere 
beliefs. It was also shown that there was some merit in 
his procedures (though not in his theories or in his 
apparent results). 

A hundred years later and a hundred years ago, a 
British surgeon, Dr. Braid, began a serious study of 
this phenomenon and named it hypnosis. 

Ever since then, in fact even before then, hypnotism 
has been a valuable tool. Charcot and Jenner used it, 
as did other great students of neurology, neurophysi- 
ology and abnormal psychology. 

It soon became apparent to serious students that this 
procedure had an investigative value but no true thera- 
peutic value except in selected cases. These concepts 
have since been confirmed repeatedly. 

The French seemed to be more mesmerized by hyp- 
notism than any other group. However, in 1909, a 
Dr. Savage reported that he believed hypnotism had 
value in that “It induces sleep; it alleviates pain; it 
assists in surgical work” and because “those mental 
disorders that are purely functional and such as do 
not cross the insane borderline lend themselves to 
hypnotic treatment.” 

The French concluded that the hypnotic state in- 
volved increased suggestibility, sometimes almost ex- 
cessively so. It was used chiefly as a study tool, a 
method of investigation. 

Fifty years ago Americans began to divide into two 
groups, the active opponents and those who still be- 
lieved that this was a tool of great value in study but 
not in therapy. 

The rising school of the followers of Freud used 
hypnosis in the study of their patients and, certain 
other physicians used hypnosis to cure the symptoms 
of major conversion hysteria. 

Psychotherapists soon learned that hypnosis was a 
poor tool, sort of like painting over the cracks in a 
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crumbling wall. The whitewash covers up the weak- 
ness but never corrects it. The defect is still there and 
the personality continues to crumble. It is like giving 
a shot of morphine to a man with a broken leg. It kills 
the pain but doesn’t set the fracture and if morphine 
was the only treatment used on a broken leg, what a 
mess of deformities we would have limping and crawl- 
ing around our streets today. 

The return of Mesmer in the mid-twentieth century 
is in the same area outlined by Dr. Savage. It is being 
used in dentistry, childbirth and surgery. The modern 
advocates of these procedures do not follow Dr. Mes- 
mer’s belief in occult powers but, on the other hand, 
they do not adhere to the findings of Claparede et 
Baede, serious students of hypnosis who, in 1909, 
pointed out that the one agreed characteristic of 
hypnosis was the increased suggestibility of the sub- 
ject. 

It has been said that hypnosis in expert hands is not 
dangerous. But always the word “expert” is inserted 
in this statement. 

What makes an expert? A two-day course costing 
$50 or $100? Anybody can learn to hypnotize a willing 
subject in a few hours and all hypnotic subjects will 
eventually wake up voluntarily. Waking them up is no 
problem. 

But what happens in between is of utmost impor- 
tance to the future health of the subject and no one 
can learn in 48 hours what to do and what not to do 
during this period. 

As studied two generations ago, hypnosis was a two- 
man exchange. Now there are several third parties. 
Many people think that hypnosis is hypnosis. Actually, 
several stages have been described and in only one is 
there a complete amnesia. The subconscious remem- 
bers all. 

An ill-chosen word by one of the third parties, a 
frightening sound, a sudden shift in the dentist’s chair 
or movement of the patient’s bed may establish a last- 
ing impression that will affect the patient for years of 
life. 

Those who are not serious students of this phe- 
nomenon may think that this statement exaggerates the 
dangers. They are being told by others that there is 
little to worry about. 

It will be some time before all the reports are in, 
before the after effects can be tabulated and studied. 
In the meantime, every hypnotist should remember 
one principle. Under hypnosis, suggestions that cure 
the hysterical symptoms are easily made and easily 
accepted by the subject. It is therefore self-evident that 
an adverse or destructive suggestion, if made, would 
be as readily accepted. Please be careful!—G. Wise 
ROBINSON, JR., M.D., Kansas City, Mo. 
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Clergy, physicians, ete. Social agencies, 
courts. General hospitals, clinics. Prisons, train- = 
ing schools. Orphanages and home for aged. tent 
Prevention. 


Courtesy Americon Psychiatric 
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Psychiatric Aspects of Aging 


DANIEL BLAIN, M.D. 


California Department of Mental Hygiene 
Sacramento, California 


In an extensive survey, the American 
Psychiatric Association found that respondents 
want more family doctors to help them 

with their emotional problems. 

The aging process is not organic only 

bul is also a STATE OF MIND. 

Doctors even encounter a ““pseudosenility’’ 
which hides reactionary depressions. 

Dr. Blain, former medical director of the APA, 
sets forth an outline to help doctors treat 

their aging patients in body, mind and spirit. 


THE PuBLIC wants physicians to recognize and respond 
to the emotional needs of the patient. In a world in 
which the swing of the pendulum has been in the 
direction of more and more specialization, more and 
more carving of the patient into definite areas and 
tending to only one of them, more and more attention 
to the x-ray and the microscope and less to general 
observation and reaction to the patient himself, there 
isa demand to go back to treating the whole patient 
rather than the disease. There should be more practi- 
tioners of general medicine in the future family of 
physicians. 


Emotional Needs 


In preparing for a conference on psychiatry and 
medical education, the American Psychiatric Associa- 
tion questioned 3,500 national leaders representing 
virtually all the professions and leaders in American 
life today. Among other questions, they were asked 
briefly how they expected doctors to help meet the 
emotional needs of people. Respondents were en- 
couraged to speak frankly. 

If their answers are an indication of the national 
state of mind, the nation is upset, disturbed, irritated, 
tense and insecure. Among the emotional needs cited 
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again and again by the respondents were health and 
economic security, love and supporting relationships, 
more adequate and sure feeling as parents, release 
from the anxiety that comes from danger of war, rising 
prices, vocational and professional security, a large 
cluster of needs revolving around the family between 
the husband and wife, parent and child and other 
familiar relationships. 

The answers, of course, are not particularly sur- 
prising. All physicians are subject to these needs. But 
the respondents were asked to suggest specific ways in 
which physicians could help in these emotional needs. 
Here are ten replies that were repeated over and over 
again! 

1. Doctors should have more general knowledge of 
psychologic medicine and a greater realization of the 
prevalence of emotional problems. 

2. They should minimize the impersonality of the 
assembly line, the approach found in so many doctors’ 
offices. 

3. They should become friends and counselors and 
take time to be good listeners. 

4. More doctors should be in general practice. 

5. They should have a sympathetic understanding 
of the patient as a human being. 

6. Doctors should have better training in the social 
sciences. j 

7. They should help guide young people in their 
teens and should be trained to recognize the dis- 
turbances that lead to delinquency and crime. 

8. They could help greatly to meet the emotional 
needs of their patients by referring their clients to 
family service agencies which could act helpfully. 

9. They should be aware of financial problems and 
the part that medical costs play in arousing anxiety. 

10. Doctors should establish more rapport with their 
patients than is accomplished in the professional at- 
mosphere of the examining office with its clinical 
paraphernalia. 

In general, the respondents clearly believed that the 
doctor failed to meet the patient’s needs by refusing to 
see him in the perspective of his total problems. What 
patients wanted was not merely specific diagnostic and 
medical treatment (which they believed to be out- 
standingly good) but some understanding of them- 
selves as personalities in relation to their environment. 
There is an implication in their comments that the 
doctor in his specialization has become isolated from 
the community, thereby forsaking the individual touch 
in his relation with the patient. 

It is particularly noteworthy that one of the solutions 
mentioned was that there should be more doctors in 
general practice. 

This faith in general practitioners came from people 
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whose experience is similar to my own. My grandfather 
was a general practitioner in North Carolina. He lived 
to be 92 years old and saw patients when past the age 
of 88. Because he brought nearly everyone in the 
county into the world and saw many of them pass 
along to their reward, he was the person to whom 
they would rather come than any of the younger doc- 
tors in the neighborhood. They insisted on coming 
to his home until he was too feeble to see them. The 
emotional needs of the population as a whole as very 
briefly described by respondents to our survey are 
multiplied manyfold in the aged. 

Not all of the aged are broken down, discouraged, 
unwanted, useless, without hope for the future, with- 
out any satisfying occupation, without a sense of being 
needed in the world, frustrated in their desires, out of 
place in the younger generations, forced to retire before 
they have lost their real capabilities or, in general, the 
sympathetic object of the unwanted activities of people 
not really interested in them anymore. But a greater 
percentage of the aged suffer from these unhappy con- 
ditions than any other group in life, and the adjectives 
are the real key to their problems and many of their 
symptoms. 


Aging Process 


The aging process is not only highly reflected in the 
brain and nervous system, the communications system 
and the organs of perception, due more or less to 
lessening of nutrition and oxygen to the brain, but 
the aging process may also be said to be very impor- 
tantly a state of mind. 

Among the many unhappy conditions mentioned, 
the great majority fall into the area of attitudes of the 
aged toward their surroundings and the attitudes of 
other people toward them. These attitudes are caused 
in a large part by the actual conditions which sur- 
round them. 

One of the most important examples of this state of 
affairs is in the increasing realization that the apathy, 
slowed-up thinking, much of the disorientation, the 
appearance frequently of stupidity, are frequently not 
caused by actual deterioration of the brain with cerebral 
arteriolosclerosis but are, in fact, produced by a severe 
reactionary depression. Signs of this depression are, on 
many occasions, found to be present when one is able 
to give the patient enough time to encourage him to 
come out with his feelings, his hopes and desires, and 
particularly his discouragements, his frustrations with 
his family, the obstacles which prevent him from getting 
anything further out of life. Most of the obstacles are 
not so much on the physical side but they are related 
to retirement, to being unwanted in the home by the 
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children and the grandchildren, occasionally by being 
dependent, the whole status of living in a world where 
the older people tend to be discarded at an earlicr and 
earlier age. 

It sometimes takes an extremely careful examination 
and experienced observation on the part of the physi- 
cian to discover the responses hidden away in a facade 
of pseudosenility. Fortunately the treatment for re- 
actionary depression is relatively simple and nearly 
always successful. In recent years the most imporiant 
treatment has been the wise and selective use of electric 
convulsive therapy. Depressions of this nature often 
have been cured in a few days with a very high per- 
centage of success. More recently other forms of treat- 
ment have appeared, notably group psychotherapy, 
sometimes combined with individual psychotherapy. 
These treatments succeed in creating a situation in 
which the patient begins to have some hope of utilizing 
the positive social forces available and assists in the 
reawakening of impulses of hopefulness which were 
lying dormant and appeared to be gone. 


Psychiatric Diagnoses 


As a psychiatrist, I am naturally interested in the 
specific psychiatric conditions which general practi- 
tioners commonly find among their patiemts. Among 
the older patients, one, of course, is first impressed by 
the chronic brain syndrome with its organic changes 
and damage to the circulation and to brain tissue. If 
one were to continue down the list of psychiatric 
diagnoses in the seven major categories of the psycho- 
biologic section of the nomenclature, one would speak 
briefly of the psychoses, primarily schizophrenia, manic 
depression and paranoia. Examples of these diseases 
are found in older patients but perhaps not so fre- 
quently as one would expect. Schizophrenics tend to 
become ill at an earlier age but with modern treatment 
they live a long time and in that way add to the diseases 
of the senile. However, their disease is not caused by 
the aging process. The management of many older 
schizophrenics is possible outside the hospital. 

In the same way there are those who with the typical 
mood swings of the manic depressives also live to an 
old age. Careful history examination shows that most 
older persons, diagnosed as manic depressive, have had 
the disease for a long time. Paranoia is relatively rare, 
but paranoid ideas are quite common in the aged a 
part of the technique of projection which is a natural 
defense mechanism. 

Many mentally deficient persons live to old age and 
some of them, who never had a high intelligence 
quotient, seem to be even lower in their intelligence. 
This is often due to an overlying depression. 
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Psychoneuroses develop among those undergoing 
gyere internal conflicts or in those who are having 
rious environmental pressures. Consequently, one 
yould expect a fair amount of neuroses among the 
older people as the pressure of life surrounds them 
with a deeper and deeper gloom. 

The psychosomatic group of psychiatric conditions 
are present in older people as well as in the younger, 
but probably not in any greater variety. Personality 
disorders require considerable study in a person as old 
age approaches. It is an old adage that brain deteriora- 
tion always accents the positive. In other words, the 
outstanding characteristics of a person in his past life, 
even though they sometimes are well hidden, begin to 
appear in their extreme forms as the arterial supplies 
fail and as portions of the brain become damaged. 
Those who have been quiet and unobtrusive are apt to 
become more so; those who have always been strong 
minded, active, insisting on their own way, selfish, 
dificult in many ways, become far worse in those 
matters than they have been in the past. An underlying 
hostility, an underlying tendency to place the blame on 
others for everything that happens will, as people get 
older, tend to become more and more observable, more 
and more common, and more and more damaging to 
personal relations. Finally, the transient situational 
reaction, described above as pseudosenility, is common 
among older people. 


The Psychiatric Load 


About 3% million patients are at this time under 
some form of psychiatric care in psychiatric hospitals, 
general hospitals, in the private offices of medical 
practitioners, or in outpatient services. These are 
generally divided into a number of groups: About 144 
million patients go through the mental hospitals each 
year; about 400,000 go through general hospitals; an 
estimated 1% million patients with primary psychiatric 
diagnoses pass through the offices of both psychiatrists 
and general practitioners ; about 375,000 are seen each 
Year in outpatient services. 

Then there are additional groups such as the chronic 
patient population of the country who have psychiatric 
complaints. The Commission on Chronic Illness has 
stated that there are 28 million chronically ill in one 
form or another, and of these 1.8 million are completely 
dependent on someone else. It is a serious question as 
tohow many of these chronically ill are in the category 
of psychiatric patients and have to be recognized as 
such and treated as such. The nursing homes of the 
country have 450,000 beds. Well-conducted studies 
indicate that at least 50 per cent of the residents of 
hursing liomes have the symptom known as disorienta- 
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tion or confusion part of the time, and that about one- 
third of the 450,000 are disoriented or confused all of 
the time. Obviously a great percentage of these are 
psychiatric patients. And finally, important studies by 
public health leaders recently indicated that one of 
every ten patients in the population today needs 
psychiatric treatment, although, of course, many are 
not getting it. 

In this large number of persons, a great many will 
be seen in the offices of general physicians. It is en- 
couraging to note that much can be done for-most of 
these patients outside of mental hospitals, in general 
hospitals and in your offices. It is in the field of pre- 
vention that our efforts will be most rewarding; and 
these efforts are most successful in dealing with the 
aged. 

Interesting results have been obtained by a welfare 
agency in New York City, devoted to a program to 
give older people many of the things which they find 
themselves denied at home, in their work, and in their 
neighborhood. Such a program, operated for a number 
of years, was a success in maintaining in these people 
an interest in life, a zest for living, something worth- 
while to do, and a reason for living. The program 
reawakened the use of their faculties, provided enough 
activities so that time did not hang heavy on their 
hands, gave assistance in meeting the normal obstruc- 
tions in the lives of all people, which so often in the aged 
appear to be insolvable. In this social agency, and with 
the program I have mentioned, it was demonstrated 
that the number of older patients who broke down, be- 
came psychiatric patients and had to be removed to a 
mental hospital, was about one-tenth the number of a 
similar age group over the same length of time without 
these special benefits. 


Classification 


Speaking further of prevention, I would like to sug- 
gest a classification scheme for identifying people with 
reference to their psychiatric conditions. I have found 
it useful to categorize the population into four zones so 
that we can relate our responsibilities to these groups 
in some kind of perspective: 

Zone I: (Prenatal and birth) includes the prenatal 
population; that is, all babies, up to and including 
birth, with their genetic inheritance, their fetal develop- 
ment, and reactions to the act of birth itself. This in- 
cludes all who are liveborn, most of them healthy, but 
a few genetically impaired or injured at birth. 

Zone II: (Normal living) includes those from Zone I 
who enter into and function normally in the social 
milieu of the time; that is, the newborn babies who 
enter life and develop as infants, children, adolescents, 
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adults, middle-aged and aged. In this zone they act on 
and are influenced by the social milieu—food, family, 
climate, school, church, jobs, etc. They follow a reason- 
ably satisfactory course of development, and the ups 
and downs of life are handled without reference to out- 
side trouble-spotting agencies. People remain in Zone 
II except when they are in special need and must seek 
help for special purposes. 

Zone Ill: (Trouble area) encompasses people in 
special need. They turn to the “trouble-shooting 
agencies,” which are set up by society for its protection 
and adjustment. Here we find the health, education 
and welfare agencies, doctors in hospitals, public 
assistance, special organizations for crippled child- 
ren, orphanages, the Travelers Aid, Salvation Army, 
programs for maternal and child welfare, the police 
and the courts. In this zone people suffer from stress, 
but their emotional problems may remain secondary to 
the stress itself. If their special emergency needs are 
met, they return to Zone II, and this is true of the 
great majority. (These are nonpsychiatric troubles.) 

Zone IV: (Mental illness) includes all those who have 
developed emotional responses to stress situations of 
such serious degree that they cannot be cared for in 
either Zone II or III. This category also includes 
those who suffered brain damage at birth and who 
enter Zone IV fairly directly and usually for institu- 
tionalization. In Zone IV, psychiatric clinical services 
(consultation, diagnosis, referral and treatment) must 
be provided. 

From the standpoint of prevention, Zones I, II and 
III are important. Physicians find much to do in Zone 
I, both for the unborn child and for his parents, brothers 
and sisters. 

In Zone II, physicians act as citizens, with general 
responsibilities to provide the best possible social 
conditions and best possible physical, mental, emotion- 
al, intellectual and spiritual conditions to assist in 
development and growth of the young and to help 
everyone develop the strength and skill to overcome 
the expected hazards of life and the particularly stress- 
ful conditions that occur at certain periods. Among 
these periods the middle age and old age situations 
can best be met by preparation and anticipation, and 
no one has a greater opportunity to help people pre- 
pare for these periods than does the family doctor. 

In Zone III the physician sees people with all the 
ailments that occur as the body and mind machine 
begins to pass its peak and starts a slow decline. 

All people who are sick have emotional reactions to 
their sickness. Older people are especially fearful that 
every small ailment may be serious, as many of them 
are. They are afraid of crippling diseases, inability to 
work, loss of income, anxious about their families, 
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fearful of impending dependence, of being bedridden, 
and of death. Good medical treatment for bot!: small 
individual conditions and those serious situations 
which cast such a long shadow is, of course, impcrative, 
In the hands of modern physicians this is available. 


Treating Emotional Problems 


But physical treatment alone is not enough. The 
mind and spirit at this stage of life especially need 
attention. The good physician will know how to deal 
with his patient for that is the strong point of the 
family doctors. 

To the extent that the fears of the patient and his 
family are made the object of special attention and 
successfully subordinated to the actual illness itself, the 
person will not become excessively emotional, he will 
hold on to himself and he will not become a psychiatric 
case. 

The physician must see to it that all possible help is 
given his patient, whether the patient is in the hospital, 
at home or in the office; friends are necessities and 
wise counselors must be alerted to rally around. Wel- 
fare agencies are brought in where they are necessary. 

I believe that proper care of people in Zone III will 
become the greatest single preventive agency available 
in the field of psychiatry. 

As Dr. Michael Balint wrote in his introduction to 
The Doctor, His Patient, and the Illness: 

**The first topic chosen for discussion at one of these 
seminars happened to be the drugs usually prescribed 
by practitioners. The discussion quickly revealed— 
certainly not for the first time in the history of medi- 
cine—that by far the most frequently used drug in 
general practice was the doctor himself, i.e., that it was 
not only the bottle of medicine or the box of pillsthat 
mattered, but the way the doctor gave them to his 
patient—in fact, the whole atmosphere in which the 
drug was given and taken. 

This seemed to us at the time a very elevating dis- 
covery, and we all felt proud and important about it. 
The seminar, however, soon went on to discover that 
no pharmacology of this important drug yet exists. To 
put this second discovery in terms familiar to doctors, 
no guidance whatever is contained in any textbook as 
to the dosage in which the doctor should prescribe 
himself, in what form, how frequently, what his cura- 
tive and his maintenance doses should be, and so on. 
Still more disquieting is the lack of any literature on 
the possible hazards of this kind of medication, on the 
various allergic conditions met in individual patients 
which ought to be watched carefully, or on the unde- 
sirable side effects of the drug. In fact, the paucity of 
information about this most frequently used drug 's 
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ing and frightening, especially when one con- 
jiders the wealth of information available about other 


medicaments, even those most recently introduced into | 


practice. The usual answer is that experience and 
common sense will help the doctor acquire the neces- 
gry skill in prescribing himself. The shallowness of 
this self-reassuring advice becomes apparent when it is 
compared with the detailed instructions based on care- 


fully controlled experiments with which every new 
drug is introduced into general practice.” 

It is my hope that you will learn in ways perhaps 
not yet developed, the ways and means and dosage 
and instruction that go with prescribing yourself as the 
most potent drug you can give your patient. All your 
patients need optimum doses of their doctor. Your 
older patients perhaps most of all. 


Smoking-Mortality Rate Among Veterans 


A Pusuic HeatrH Service study among 198,926 United 
States veterans shows a much higher death rate among reg- 
ular tobacco smokers than among nonsmokers. The data 
was from persons who served in the Armed Forces between 
1917 and 1940, ranging in age from 30 to 90 years. 
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Adjusted for differences in age distribution between the 
two groups, the death rate was 32 per cent higher for 
smokers than fur nonsmokers. 

Nearly two-thirds of the 6,203 deaths of tobacco users 
studied were attributed to diseases of the heart, blood 
vessels and kidneys. The death rate from coronary heart 
disease was found to be 63 per cent higher for regular 
cigarette-only smokers than for nonsmokers. 


oe 
4 
ig | 4 2 
Death rate comparison Deaths due to coronary, heart disease Deaths of tobacco users a. 


The medical records librarian must deal with the 
diagnosis recorded by the physician. The usefulness 
of this record for future study may be invalidated § “a 


if ut requires that she manipulate or rephrase a con- ¥ 
fused statement. The recorded diagnosis must be 

deliberate, accurate, honest and in conformity with & gyn 
StanparD NoMENCLATURE. A review of hospital ¢ 


charts demonstrates clearly how difficult the libra-} exp 
rian’s task may be. Consider, for example, the use § 
of terms that cannot be coded—early, mild, im-| 
pending, moderately, recent, extreme, old, severe § clas 


and terminal. car 
Facts About Nomenclature 
CHARLES BARON, M.D. 
Covington, Kentucky 


A REVIEW WAS MADE of the diagnostic head sheets for | du 
one year in a large hospital in this area. The material J"! 
shows the frequent problems encountered by a medical | '5 
record librarian. As I stated in a recent article in GP, 
the coding of all diagnoses and procedures is a con- f pp, 
stantly challenging experience. In addition to re- 
lieving the librarian’s problems, I am convinced that } | 
the Standard Nomenclature makes a better doctor and | 
better medicine for the patient. Careless thinking is pla 
kept to a minimum because the system makes you #0 
think how and why you committed yourself to a 95¢ 
certain diagnosis. In pursuing these thoughts, | shall J "4 
take the liberty of quoting liberally from Standard |! 


Nomenclature. tre 
to 
Confusing Terms 


Let us review some of the most frequent errors. One 


is the use of descriptive words that have no place on sid 
the identification sheet. Some frequent examples cla 
chosen at random are terminal, mild, old, nonspecific ; 


Careless thinking in coding diagnoses and procedures will lead to franlic pa 
searches like this. However, if diagnoses are recorded in conformity with 
STANDARD NOMENCLATURE, the records become far more useful—and TI 
referring to them is more of a pleasure. 
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severe, treated, marked, extreme, compensated, impending, 
diffuse, healed, large, central, attack, damage, beginning, 
recent. These words do not have a place in the nomen- 
cature. They cannot be codified. These descriptive 
terms should be used, but in histories and progress 
notes. 


Symptoms 


Shock shocks many a librarian. It is very unfair to 
expect her to hunt through a chart to figure out 
whether this represents trauma, anaphylaxis, blood 
transfusion reaction, electricity or insulin. 

Obesity by itself cannot be codified. It must be 
clarified. Is it due to amenorrhea; due to disorders of 
carbohydrate, fat and water metabolism (called con- 
stitutional obesity); due to excess of food; due to an 
undetermined cause; obesity with pituitary disturbance; 
obesity with sex infantilism? A diagnosis given as 
“extreme exogenous obesity” should be “obesity due 
to excess of food.” 

The term anasarca drives librarians to the medical 
dictionary. A symptom should be stated in relation to 
a specific disease or organ or region affected. When we 
consider that edema may be angioneurotic, of cardio- 
vascular origin, due to excessive sodium chloride ad- 
ministration, due to lymphatic obstruction, malignant, 
with inanition, localized due to venous obstruction, 
due to trauma, familial or hereditary, hysterical, neo- 
natal, of renal origin—the confusion of the librarian 
is obvious. 


Phrasing the Diagnosis 


One diagnosis was “acute attack of gout.” Only the 
word gout should be used. An “‘acute attack” has no 
place in the nomenclature. “Metastatic adenocarci- 
noma” as a diagnosis made the librarian tear her hair, 
search through the chart and finally end up in a geog- 
raphy book. Where, oh where was it? 

How would you like to play around with “old, 
treated, severe taboparesis”? The history would like 
to have these terms, but not the identification sheet. 

The librarian gasps when she sees “malignancy of 
abdomen and left chest wall.” Should we start on the 
abdomen, the abdominal wall or should we move in- 
side? The word “malignancy” is not used in nomen- 
clature, since code numbers 899 and 899D have been 
deleted. SYO, undiagnosed neoplasm, is now used and 
8191 for carcinoma not otherwise specified. 

I certainly do not want to miss the psychiatry de- 
partment. Here is one that was presented: “acute 
agitated depression.” There is no such diagnosis. 
There are five diagnoses with the term depressive in it. 
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If the psychiatrist cannot make up his mind which one 
it is, what should the librarian do? Here is the list. 
000-x11 manic depressive reaction, manic type 
000-x12 manic depressive reaction, depressive type 
000-x13 manic depressive reaction, others 
000-x14 psychotic depressive reaction 
000-x06 depressive reaction 
The first four are psychotic disorders and the last 
is a psychoneurotic disorder. 


Bones and Joints 


In diseases of the musculoskeletal system, the terms 
fracture of hip or fracture of shoulder were found. This 
kind of a diagnosis shows an utter lack of knowledge 
as to what the record room needs even in the simplest 
terms. To codify this diagnosis, the bone involved 
and the kind of fracture must be stated. 

Let us for a moment handle those frustrating terms 
“ruptured disc” and “herniated disc.”” The nomen- 
clature only lists the intervertebral cartilage and the 
nucleus pulposus. A herniated disc due to trauma 
would be 2511-400.9, and the correct terminology is 
herniation of nucleus pulposus due to trauma. When 
nerve irritation is caused, the code number should be 
978 . . 4341, and the correct term to be used is com- 
pression of ... nerve roots by extrusion of nucleus pul- 


posus (and specify the region). 


Respiratory System 


Here are some examples of problems with the 
respiratory system. “Hypostatic pneumonia” should 
be 360-520, hypostatic congestion of the lung. “Terminal 
aspiration pneumonia” should be 361-496, broncho- 
pneumonia due to aspiration of foreign substance. The 
word terminal was used. We are sure it was terminal 
because the patient died, but it cannot be coded. 

The diagnosis of “advanced pulmonary tuberculosis 
with cavitation and hemorrhage” is too inclusive. It 
should be 360-1233, tuberculosis of lung, far advanced, 
active. The words “‘cavitation and hemorrhage” cannot 
and should not be included in the diagnosis. They are 
for progress notes. 

A diagnosis given in one instance was “severe bleed- 
ing from epipharynx.” I can assure you that the librar- 
ian ignored the word severe and dropped the epi. 
Since the doctor did not state what the hemorrhage 
was due to, it may have been put down as 9x7, hemor- 
rhage due to unknown cause. 

The term “pneumonia” alone cannot be codified. 
There are too many kinds to choose from, and a 
choice must be made. Let us take the diagnosis of 
“terminal acute pulmonary edema.” This was a com- 
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mon charted diagnosis. The word terminal of course 
is out of place. What about pulmonary edema? This 
cannot be alone. Its cause must be included. Edema 
can be due to poisoning, due to remote trauma or due to 
circulatory disturbance (and then the term 360-520 
hypostatic congestion of the lung, or 360-522 passive 
congestion of lung can be used). If reasons are not 
known, then the term 360-y00.8 edema, pulmonary, 
due to undetermined cause, is used. 


Heart Disease 


Let us get to the heart of this paper. I believe that 
the diseases of the heart give the librarian more con- 
cern than any other section. With the amount of heart 
disease, it is no wonder. How many times do we see 
the lazy diagnosis of “severe chronic congestive fail- 
ure” or “‘right- and left-sided failure” ? 

In making a diagnosis of cardiac hypertrophy, there 
are four to choose from the list. These are 410-9x6 
enlargement of heart due to unknown cause; 410-43x.6 
hypertrophy of heart due to overstrain; 410-535.6 enlarge- 
ment of heart due to pulmonary disease; 430-751 glycogen 
infiltration of myocardium (in von Gierke’s disease). 

There were innumerable examples of confusing and 
incorrectly stated cardiovascular diagnoses. These in- 
volve chiefly arteriosclerotic heart disease and hyper- 
tensive cardiovascular disease. 

To recapitulate some of the basic rules about diseases 
of the cardiovascular system, let us turn to the intro- 
duction of the system as stated in Standard Nomencla- 
ture. It is worth repeating. The diseases of the cardio- 
vascular system are classified in the same way as other 
diseases ; the method is described in the general intro- 
duction. The cardiovascular system is divided into its 
component parts, and the types of diseases affecting 
each are classified on an etiologic basis. This combina- 
tion of site with etiologic factor defines the clinical 
process and gives the title to the basic diagnosis. In 
diseases of the heart and its structures, however, the 
list of supplementary terms affords a further means for 
defining the symptomatic and physiologic manifesta- 
tions and the degree of disability. As many of these 
may be recorded as the physician desires, and the 
code permits a considerable number to be entered on 
the code card. In all cases the physiologic manifesta- 
tions and the degree of disability should be recorded 
in conformity with the list of supplementary terms 
which follows the nomenclature of the American Heart 
Association. 

A physiologic: manifestation is not a diagnosis, ex- 
cept when it constitutes the sole evidence of disease. 
That is when the etiologic factor is unknown, and there 
is no evidence of structural change to provide a more 
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accurate definition of the clinical process. This con- 
cession is necessary because the disorder must be 
defined in some terms. It is to be understood, however, 
that such a diagnosis implies a belief that no more 
complete diagnosis is possible. If the physician be- 
lieves that there is no etiologic factor that he can 
identify, the diagnosis is 410-y00 heart disease undiag- 
nosed, and the physiologic manifestations are recorded 
according to the list of supplementary terms. 


Cerebral Hemorrhage 


Cerebral hemorrhage is an example of a very com- 
mon term that is met on the identification sheet. As 
such it cannot be coded. The following are the possi- 
bilities : 

94x.-190.5 hemorrhage from . . due to cerebral essential 
angutis . . . . specify vessel; 

94x.-147.5 hemorrhage from .. due to rupture of 
syphilitic aneurysm . . . . specify vessel; 

94x.-100.5 hemorrhage from .. due to rupture of 
mycotic aneurysm .. . . specify vessel; 

94x-380.5 cerebral hemorrhage due to jaundice; 

95x-4x6.5 hemorrhage from arteriovenous aneurysm 
of . . specify vessel; 

95x.-416 hemorrhage from 
specify vessel; 

95x-4x9.5 hemorrhage from aneurysmal varix of. ... 
specify vessel ; 

94x-533.7 cerebral hemorrhage due to hypertension; .. 
and 

94x . . -yx5 hemorrhage from . . due to undetermined 
cause... . specify vessel. 

Thus in a case of hemorrhage, the site is the vessel, 
the cause being stated in each case. If the case later 
becomes one not of hemorrhage but of disease (in the 
broad sense) of the brain due to hemorrhage, brain (or 
some specified region of the brain) becomes the site, 
the cause now being hemorrhage. 

The disease in question is to be diagnosed in terms 
of blood vessels when it is an acute condition and in 
terms of damage to the brain (encephalopathy, en- 
cephalomalacia) after the lapse of sufficient time to 
allow for the development of permanent changes in the 
brain. 


.. due to trauma .... 


Anemia 


The lonely word “anemia” stares many a librarian in 
the face. Most of the time she gives it up as a bad job 
and codes 501-9x0, anemia, normocytic, cause undeter- 
mined, and gladly gets out from under. Her fingers 
become lacerated looking through laboratory records 
to see if she can find a clue. Many times the diagnosis 


GP Volume XX, Number? 


18 | 
the 
if t 
use 
of 
ea 
Sui 
i 
she 
| 
| 
| 
| 
| 
| 
| 
| 
| 
' 
ly 
| 
— 
| 
| 
| 
ee 
qi 


“secondary anemia” is used and thus the word anemia 
js dressed up a little bit. The librarian should ask 
the doctor what kind of an anemia and why. I wonder 
ifthe words “due to undetermined cause” are accept- 
able in our modern culture. Is everyone afraid that its 
use would ruin their careers and standing on the staff 
of the hospital ? 


Summary 


Any diagnosis placed on the identification sheet 
should be a studied, deliberate, accurate, honest diag- 


nosis which can be dealt with by the medical record 
librarian in such a fashion that there is no room for 
her to confuse or invalidate the diagnosis. This is not 
simply a matter of being a perfectionist. If there is 
going to be any validity to our records for future 
use and study, then the criteria set up by the best 
minds, subject to change, must be used so that we 
all know what we are talking about. Nomenclature is 
a means of communication. Lack of communication 
and understanding makes for confusion. You can 
easily see how much confusion can appear in the 
records of a hospital. 


New Law on Chemicals in Food 


Food and Drug Act. 


being conducted. 


not be permitted. 


as well.—A.J.P.H., 94; 49:1, 1959. 


In 1957 the U. S. Department of Health, Education and Welfare proposed to the Congress 
legislation amending the food and drug law, so that chemicals used in the processing of foods 
must be proved safe by industry before being sold for use in foods. An important step toward 
this goal was taken on September 6, 1958, when the President signed the amendment to the 


Under the new law, the manufacturer or promoter of a new food additive will have to test 
it for safety on animals and submit the test results to the Food and Drug Administration. 
Adequate testing of a food additive to determine its safety for human beings ordinarily re- 
quires at least two years of animal feeding tests. Heretofore it was an almost impossible task 
for the Food and Drug Administration to test the many new products that came along. While 
most sponsors of new food additives made the necessary tests first and checked with the Food 
and Drug Administration before using the additives, some did not—nor did the law require it. 
Even those additives for which testing was undertaken could be used in food while tests were 


Now, if the Food and Drug Administration is satisfied that the data establish safety of the 
additive under proper conditions of use, it will issue a regulation specifying the amount 
which may be used, the foods in which it may be used, and any other necessary conditions. If 
in the opinion of the administration the safety of the additive is not established, its use will 


The new law takes account of additives commonly used in food before January 1, 1958. 
Experience based on such use may be taken into account in determining safety. Consequently, 
common additives, such as sugar, salt, vinegar and many others will be exempt. For substances 
already in use before January 1, 1958, but which may not be generally recognized by experts 
as safe, industry will have 18 months from the date of the enactment of the law to present the 
required data on safety, provided there is no evidence that the substance is unsafe. The law 
also forbids any additive use that would promote consumer deception. 

Any person adversely affected by an order of the Food and Drug Administration will have 
an opportunity for a public hearing. An order issued after such a hearing will be subject to 
court review. Furthermore, the new amendment requires that such an order be sustained “if 
based upon a fair evaluation of the entire record.” 

There is no doubt that the new legislation is a major step forward in protecting the public 
from unsafe food additives and one that will benefit not only the public but the food industry 
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Folic acid, isolated and synthesized in 1946, and 
vitamin By», isolated in 1947, are freely dispensed 
and prescribed for a variety of ailments. Although 
they have much in common, they cannot be used in- 
terchangeably, and more knowledge of their biologic 
effects gives a better understanding of their uses. 


Vitamin B,», for example, is the missing factor in 


pernicious anemia; but the macrocytic anemias of 


malnutrition, infancy and pregnancy are pri- 
marily folic acid deficiencies. 


Vitamin B,, and Folic 
in Medical Practice 


EDWARD H. REISNER, JR., M.D. 


St. Luke’s Hospital 
New York, New York 


ViTaMIN By, and folic acid are now established parts of 
the complex of essential nutrients often referred to as 
the “B vitamins.” Since they are nontoxic, at least to 
normal individuals, they are freely dispensed in multi- 
vitamin pills and often prescribed on a nonspecific or 
“tonic” basis for patients with a variety of ailments. A 
review of the facts leading to discovery of these vita- 
mins, their nutritional and medical importance, and 
how they exert their biologic effects gives a better un- 
derstanding of their use in clinical medicine. 


Discovery of Folic Acid 


Folic acid was the first to be discovered as the cul- 
mination of a series of independent observations. Be- 
cause folic acid exists in nature in a number of conju- 
gated forms, it was first described under different con- 
ditions by different observers and given different 
names. As early as 1931 Lucy Wills discovered a factor 
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in crude liver or yeast that cured tropical macrocytic 
anemia, that was called by her name. In 1935 Day, 
Langston and Shukers found that a similar type of 
anemia developed in monkeys on a restricted dict and 
was cured by yeast or crude liver extract. They called 
the missing factor vitamin M for monkey. In 1938 
Stokstad and Manning isolated from yeast a factor they 
called U that was essential for chick growth. In 1941 
Snell’s group at Wisconsin showed in a series of in- 
vestigations that factor U, a factor essential for the 
growth of Lactobacillus casei and a factor essential for 
the growth of Streptococcus lactis R were all identical, 

Because this substance was extractable from spinach 
and other green leafy vegetables, they called it “folic” 
acid. It was also present in yeast, liver, kidneys and 
mushrooms. Finally, in 1946 investigators at Lederle 
Laboratories succeeded in isolating, characterizing the 
structure of, and synthesizing folic acid, which re- 
ceived the chemical designation of pteroyl glutamic 
acid (PGA). It was a natural step to try this substance 
out in treating macrocytic anemias in man, with re- 
sults which are well known to all physicians. 

Folic acid is a nutrient essential for bacteria, avian 
and mammalian species and man. It is particularly 
concerned with metabolic reactions involving synthesis 
of essential amino acids and constituents of nucleo- 
proteins. 

In hematopoiesis its lack results in abnormal blood 
formation characterized by megaloblastic erythropoie- 
sis, abnormal leukopoiesis and formation of a deform- 
ed, abnormally large red blood cell with a shortened 
life span. 

The effect of folic acid in pernicious anemia is limit 
ed to the blood. It was found to aggravate the neuro- 
logic lesions in many cases of pernicious anemia. It 
cured other megaloblastic anemias such as sprue, nu- 
tritional anemias, and anemias of infancy and preg- 
nancy. Refined liver extract so effective in pernicious 
anemia was found to contain very little PGA. Ob- 
viously the search for the antipernicious anemia factor 
was not yet over. 


Discovery of Vitamin B,2 


Ever since the discovery by Minot and Murphy that 
liver cured pernicious anemia, the search for the factor 
in liver responsible for this effect had been going on. 
For years Dakin and West and others had been labo- 
riously trying different extracts of liver for the presence 
or absence of antipernicious anemia activity by clinical 
testing of patients in relapse. In 1947 Shorb observed 
that a strain of lactobacilli, L. lactis, required a factor 
for growth present in liver extract, and that the bac- 
terial growth effect was proportional to the antipern'- 
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‘yticH ious anemia activity of the extracts. This discovery 
Day, provided a screening device for testing liver extracts, 
off adwith its aid chemists at Merck Laboratories, under 
and the direction of Karl Folkers, soon isolated some crys- 
illed «sls containing cobalt which they designated vitamin 
1938 3... Almost simultaneously the same substance was 
they jiscovered in England by Lester Smith who used 
19419 iromatographic techniques. Dr. Smith told me they 
f in-& ould have found it sooner but that for some time they 
ere discarding the Bj2-containing fractions because 
. for they couldn’t conceive of a “pink” vitamin. 

tical.§ In the winter of 1947-48, the late Dr. Randolph 
nach West tested the new red vitamin in patients with per- 
olic” fl icious anemia. Its success is well known. It was my 
and privilege to be associated with Dr. West in this work. 
derle Vitamin By2 brought about complete hematologic re- 
§ theft nission in pernicious anemia in doses as small as 1 
h Te mcg. parenterally daily. It cured the neurologic le- 
amich ions. When given by mouth it took doses 20 to 50 
‘ance times as great to produce the effect. We later discov- 
h re-B ered some patients with pernicious anemia who could 
respond to oral doses as small as 5 to 10 mcg., but these 
are exceptional. Doses less than 5 mcg. by mouth are 
ineffective unless accompanied by a source of intrinsic 
factor. 
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blood § Biologic Effects of Vitamins 


poie- Fouc Acid CONVERSION 
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‘| It was learned in time that folic acid is converted in 
tene 


the body into several different substances, the best 
known of which is N-5 formyl, tetrahydro PGA called 
“citrovorum factor” because it is essential for the 
growth of a microérganism called Leuconostoc citro- 
vorum. It is these folic acid derivatives which are bio- 
logically active. Vitamin C is essential for the conver- 
Pr€8"} sion of PGA to CVF (citrovorum factor). When PGA is 
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a fed to a person, the excretion of CVF increases, and 
xl this can be prevented by the administration of a folic 
acto. 


acid antagonist like amethopterin which blocks the 
conversion of PGA to its active form. 

The biochemists early observed that the reactions in 
which PGA appeared to be involved all had to do with 
the synthesis of carbon-containing amino acids or 
nucleotides by the addition of a single carbon atom or 
methyl group. Such carbon atoms are present in 
formate, glycine, serine, purines and pyrimidines, and 
because of their ability to be transferred they are often 
called “labile” carbon atoms. CVF apparently acts as a 
catalyst or vehicle to facilitate their transport., 

All cells contain two types of nucleoprotein—ribonu- 
cleic acid (RNA) in the cytoplasm, from which such 
Proteins as hemoglobin, globulins, etc. are built—and 
deoxyribonucleic acid (DNA) in the nucleus, which is 
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the source of the chromosomes. During mitosis the 
amount of chromatin doubles, and for this there must 
be a doubling of the amount of DNA. The probable 
source of this DNA is substances contained in the 
RNA of the adjacent cytoplasm. Aside from the 
deoxygenation of the ribose, DNA differs from RNA 
only in one particular: The pyrimidine base uracil in 
RNA is replaced in DNA by thymine, which is uracil 
witha methyl group added in the five position-5 methyl 
uracil. The corresponding nucleosides are uridine and 
thymidine respectively. 

For a long time it had been known that bacteria re- 
quiring folic acid could also grow on thymine, and 
bacteria requiring By. could substitute for it, thymi- 
dine. In fact, if you gave enough thymine (12 to 15 
Gm./day) or thymidine to patients with pernicious 
anemia, you could get remission just as with vitamin 
Bie and folic acid. Therefore, it is believed that both 
these substances are involved in the synthesis of DNA, 
but the exact steps in the synthesis where each one 
works are not yet established. We know that the 
methylation of uridine takes place when the uridine is 
in the nucleoside form as uridilic acid; therefore, some 
people hypothesize that By2 has more to do with the 
formation of the deoxyribose ring, while CVF is con- 
cerned with the actual methylation. 


‘TREATMENT OF PERNICIOUS ANEMIA 


At any rate both are essential, and when one is given 
it speeds up reactions which involve the other. When 
the concentration of either reaches a low enough level, 
the reaction of nucleoprotein synthesis cannot go on 
and megaloblastic blood formation results. Under 
these conditions, giving the vitamin that is not lacking 
may have a slight effect or no effect, or even a good ef- 
fect that is, however, followed by a period of refractori- 
ness, depending on the degree of depletion of the miss- 
ing substance. Thus, the macrocytic anemias of malnu- 
trition, infancy and pregnancy, which are primarily 
folic acid deficiencies, respond poorly or not at all to 
Bio. In pernicious anemia the patient can absorb folic 
acid but not By. 

Some patients with pernicious anemia don’t respond 
at all to folic acid; most patients will respond at first, 
but sooner or later most of them begin to require larger 
and larger doses of PGA and eventually become refrac- 
tory to it. It has been shown that the levels of vitamin 
Bis in patients with pernicious anemia in remission 
actually fall if the patient is started on folic acid. The 
sometimes explosive aggravations of combined system 
disease, seen in some patients with pernicious anemia 
treated with folic acid, are explained by the fact that in 
addition to its role in hematopoiesis, vitamin Bi, plays 
a still obscure but essential role in the preservation of 
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neuronal integrity. Giving folic acid drives the already 
depleted Byz levels still lower until they fall below the 
threshold for the nervous system. 


ABSORPTION MECHANISM OF 


Daily requirements for vitamin By are so small that 
it is almost impossible to find a diet so deficient in it 
that signs or symptoms of the deficiency will develop. 
Vitamin By deficiency is almost always the result of 
defective absorption of the vitamin from the gastroin- 
testinal tract. Absorption is limited to the small intes- 
tine and one of the ironies of medicine is that the 
patient with pernicious anemia carries in his own colon 
enough vitamin By-containing bacteria to cure him 
several times over if he could absorb it. 

Vitamin Bi is unique in its highly specialized ab- 
sorption mechanism. For it to be absorbed, an enzyme 
secreted by some of the cells in the gastric mucosa is 
required—the so-called “intrinsic factor’? of Castle. 
Patients with pernicious anemia have a constitutional 
weakness apparently transmitted as a Mendelian char- 
acteristic which results in the failure of the intrinsic 
factor secreting glands of the stomach in the middle 
years of life. Gastrectomy has the same effect. In recent 
years much progress has been made in purifying the 
intrinsic factor but its exact nature is still undefined, 
and the manner in which it gets vitamin By into the 
gut wall is still obscure. It only functions where small 


amounts of vitamin By: present in foodstuffs are con- 
cerned. If one gives massive doses of vitamin Bi of the 
magnitude of hundreds of micrograms, enough will 
get across the gut wall by simple mass diffusion to 
produce a satisfactory effect. (Thus the antianemic 
effect of 1,000 mcg. of vitamin Biz by mouth is about 
equivalent to 15 mcg. given by injection). 


Size oF INJECTIONS 


After it has been absorbed, vitamin Bj is bound to a 
beta globulin in the blood stream and transported to 
the tissues for use. Most of what is absorbed is stored 
in the liver for future use as needed. When vitamin Bj2 
is injected, it is picked up in the blood stream quite 
rapidly. Since the binding protein in the blood is limit- 
ed in amount, larger doses of the vitamin are carried in 
the uncombined or free form. Apparently the bound 
form cannot pass the kidney barrier, for even large oral 
doses are not followed by increased amounts of vitamin 
Biz excreted in the urine, but injected doses in excess 
of 50 mcg. are almost quantitatively excreted in the 
urine within the next 24 hours. Thus, a single injec- 
tion of 1,000 mcg. is followed by the urinary excretion 
of over 900 mcg., a fact which casts grave doubt on the 
efficacy of such large injections in preference to smaller 
doses of 50 to 100 meg. for clinical use. 
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Uses of Vitamins 


From the above discussion, it should now become 
apparent that these two vitamins, although they have 
much in common, and their lack produces the same 
pathologic picture in the blood, cannot be usec inter- 
changeably. Vitamin By, is the missing factor in perni- 
cious anemia, whether of the Addisonian type, or due 
to gastric resection or fish tapeworm infestation. (In 
the latter condition, it goes without saying that the 
worms must be eradicated for permanent cure.) Folic 
acid is contraindicated in this group of anemias. 


Fourc Acip For SpRuE, NUTRITIONAL ANEMIAS 


Sprue is a malabsorption syndrome which responds 
well to folic acid given by mouth or parenterally, and to 
parenteral Bj. Although some authors believe that 
sprue is a primary folic acid deficiency, our studies on 
the absorption of radioactive Biz have shown that there 
are two groups of sprue patients. One group shows a 
normal absorption of vitamin Bjs, and for these pa- 
tients folic acid alone should be sufficient. The other 
group fails to absorb vitamin By, even in the presence 
of adequate amounts of intrinsic factor. It seems sen 
sible to give these patients injections of vitamin By in 
addition to folic acid by mouth. Since the average 
practitioner will not have means of distinguishing 
which group his patient with sprue belongs to, in 
practice it would seem best to give both substances to 
all patients with sprue. 

Nutritional macrocytic anemias still encountered in 
some depressed areas of the United States, megalo- 
blastic anemia of infancy, and the so-called pernicious 
anemia of pregnancy are all rarities in this northeastern 
section of the country. They should be treated with 
folic acid and vitamin C. 

The dosage of folic acid is 5 mg. daily until remission 
is obtained. The sprue patient may require continued 
maintenance therapy of about 5 mg. per week, but the 
other conditions will ordinarily not recur if the def 
cient diet that led to them is rectified. 

Dosage of vitamin Bj for the patient with pernicious 
anemia without cord disease is 50 mcg. I.M. weekly. 
Although maintenance dosage at monthly intervals 
will maintain hematologic remission, serum vitamin By 
levels in such cases are often quite low, and it would 
appear better to treat these patients every two weeks. 
Patients with cord disease should be treated more vig- 
orously with 50 mcg. injections thrice weekly until 
remission, and maintenance injections once a week. 


InTRINSIC Factor CONCENTRATES ‘UNCERTAIN’ 


In recent years the market has been flooded with ora 
preparations containing vitamin Bj,2 in amounts © 
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15 to 25 mcg., and concentrates of intrinsic factor. It growth factor and tonic for children, and as a tonic and 
now appears that many patients treated with these _ appetite builder for geriatric patients. There is no ques- 
come preparations do not do so well as had been originally _tion that it is a growth factor for animals, and some 
havelf hoped for. Some of the intrinsic factor concentrates are _— studies done on undernourished children in Mexico 
same of inferior potency; some are not so stable as was origi- _—_ and Italy have suggested that this is also true for man. 
nter-Mf nally believed; some appear actually to inhibit the ab- —_ Since the human offspring’s growth rate is slow, it is 
erni-—™ sorption of the vitamin; and in some instances it has more difficult to make objective measurements, but 
r duel heen shown that the patient developed antibodies the use of the vitamin in patients who seem to be grow- 
- (Inf against the intrinsic factor, which is, of course, of animal _ ing poorly because of poor nutrition is rational and will 
t the origin. The uncertainty of action of these preparations _—_do no harm. It is doubtful, however, if doses larger 
Folic and their expense, which is relatively great, should _ than 20 mcg. daily by mouth are justified for this pur- 
discourage their use. It is possible to treat pernicious _ pose. For geriatric use it has been shown that some old 
anemia with complete success, and with blood levels —_ people have low serum levels of vitamin By2, and these 
of vitamin By: comparable to those obtained by injec- _are improved by supplementing the diet with the vita- 
onds® tion, by the weekly oral administration of 1,000 mcg. min. However, no clinical aberration is associated with 
nd tof of vitamin By (twice weekly for patients with cord dis- the low serum Bj, levels, and the patients often feel 
that ease). A 10-ml. bottle containing 10 mg. of vitamin _ fine both before and after taking the vitamin. 
es on By costs about $5, and this can be diluted to 50 ml., 
there of which the patient takes one teaspoon weekly. For 
ows a patients who cannot afford to come to the doctor’s 
€ pa-§ office for weekly injections, this is a perfectly satis- Some final admonitions in concluding: 
other factory method of treatment. Don’t give folic acid to patients with pernicious ane- 
sence P mia. One might add here that several cases of severe 
, sng ‘UNCONVINCING’ IN NEUROLOGIC DisoRDERS cord disease have developed in patients who did not 
Bi: in = What about other uses of these vitamins? Except for know they had pernicious anemia who were taking 
erage megaloblastic anemia, no other clinical condition I multivitamin pills which contained folic acid. Don’t 
shing# know of has responded to folic acid. There are many _ prescribe them. } 
0, in reports on the use of massive doses of vitamin By: in the Don’t waste large oral doses of vitamin By2 on pa- 
es tO treatment of various neurologic conditions such as tients without pernicious anemia or small ones on 
multiple sclerosis, diabetic neuropathies and periph- _ patients with pernicious anemia. 
ed inf eral neuritis. However, in every instance where con- Don’t give injections of vitamin Big greater than 50 
-galo-# trolled observations of such treatment have been made, meg. unless there is some particular reason for it, 
cious the results have been uniformly unconvincing. We _ psychologic or experimental. 
stern § have already indicated that 90 per cent or more of such 


Final Admonitions 


with doses is lost to the patient within 24 hours of injection, oe ea — was — of a series of lectures sponsored 
sothat it seems doubtful that the benefits derived are 
ission§ other than psychologic. A coupon for ordering a bibliography accompanying this arti- 


rea Finally, vitamin By2 has been recommended as a cle may be found adjacent to or near the Index to Advertisers. 
ut the 


defi- 


iclous 


eekly.) Rheumatic Fever 
eval Still Prevalent 


in By 
would 
ill Durinc 1955, records of the 
Minnesota Department of 
Health would have indicated 
that rheumatic fever was not 
prevalent in that state. How- 
ever, the data from a statewide 
survey by Rosenfield were in 
h oral startling contrast. (Am. J. Pub. 
nts olf Health, 48 :1596, 1958.) 
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Department Records—187 cases 
* 


Ann Arbor, Michigan 


The author endorses the conservative treatment of acute cholecystii:s, 
including nasogastric suction, intravenous fluids, sedation 

and occasionally antibiotics. When surgery is required, 

simple gallbladder drainage is often adequate. Acute cholecystitis presents 
special problems in older patients. Possibility 


of gallbladder rupture is not a valid excuse for immediate surgery. 


E. THURSTON THIEME, M.D. 


St. Joseph Mercy Hospital 


The Management of Acute Cholecystitis 


ACUTE CHOLECYSTITIS, although still a common disease, 
calls for sharp clinical judgment and close surveillance 
by the physician. The course of the disease may re- 
quire emergency surgery or surgery not of election, 
but if properly managed usually will lead to an elective 
operation with a correspondingly low mortality. Im- 
mediate surgery, meaning operation within 24 or 48 
hours from the time the disease is recognized, has been 
advocated asa surgical principle for 'arge teaching hos- 
pitals. From such institutions good results have been 
reported, but for the average community hospital and 
for the average physician doing his own surgery, con- 
servative treatment of the acute attack is preferable. A 
recent report from St. Joseph Mercy Hospital, Ann 
Arbor, Mich., substantiates this statement. 

The diagnosis of acute cholecystitis is frequently 
made easy by the knowledge of previous attacks. How- 
ever, the possibility of a perforated duodenal ucler, in- 
fection in a high-lying appendix, acute pancreatitis, 
myocardial infarction or acute pulmonary disease may 
make the diagnosis more difficult. 

Many articles have pointed out that the diagnosis of 
acute cholecystitis should be made on clinical grounds. 
However, other authors require a certain elevation of 
the leukocyte count or temperature, and yet others re- 
quire specific physical findings for the confirmation of 
this diagnosis. Purists ih this field demand a report 
from the pathologist of suppurative cholecystitis in the 
gallbladder removed at surgery. From the standpoint 
of those of us who are responsible for the treatment of 
patients, it must be realized that severe cholecystitis 
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may be present with a normal temperature, a normal 
leukocyte count and occasionally with minimal physi- 
cal findings. It has been shown that the red edematous 
gallbladder removed at surgery will lose all of these 
signs of disease after fixation with formaldehyde, re- 
sulting in a very noncommital report by the patholo- 
gist. Therefore, relying on any one symptom, physical 
findings or laboratory report to indicate treatment for 
acute cholecystitis, may lead to disaster. From the prac- 
tical standpoint, any patient whose clinical evaluation 
points most strongly to the diagnosis of acute chole- 
cystitis should be so treated, and the conservative 
treatment rather than immediate surgery offers each 


patient an individualized treatment and a protection 


from unnecessary and often hazardous surgery. 


Hospitalization Required 


Acute biliary colic, meaning the sudden onset of 
biliary tract disease that subsides promptly with seda- 
tion, is the only form of this problem that can be safely 
treated in the home. Persistence of characteristic 
symptoms or suggestive physical findings after the 
initial medication, requires hospitalization for adequate 
treatment and the close observation of the disease. — 

By the conservative treatment of acute cholecystitis 
is meant the proper use of nasogastric suction, intra- 
venous fluids, sedation and occasionally antibiotics. 
Most of the failures of conservative care are due to the 
tardy or feeble application of these principles. 

It is not sufficient to limit the patient’s intake to low- 
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fat liquids by mouth in the presence of continuing pain 
and nausea. Repeated retching is not required to vin- 
dicate nasogastric suction. To the contrary, decom- 
pression should be started within 12 hours if sedation 
and starvation have failed to give prompt relief, and 
immediately for all patients with marked muscle 
spasm. Nasogastric suction should be continued until 
peristalsis is resumed as indicated by the free passage 
offlatus by rectum. Liquids by mouth are then resumed 
with caution. Intravenous fluids are used as indicated 
to obtain an adequate intake and to maintain an ade- 
quate output with electrolyte balance. 

Much pharmacologic evidence can be brought to 
bear in the selection of a narcotic. Certain drugs are 
known to increase spasm of the sphincter of Oddi and 
so can increase pain. However, the pain of “‘a gall- 
bladder attack” may originate in the gallbladder or in 
the end of the common duct or be mediated from both 
areas. Therefore, morphine, which does increase the 
tone of the sphincter of Oddi is contraindicated on a 
pharmacologic basis but from a practical standpoint 
may still be the only drug that will give relief. The 
many new forms of smooth muscle relaxants probably 
have little more to offer than atropine which may prof- 
itably be combined with the narcotic chosen for the 
first few medications. The continued need for narcotics 
for adequate relief is one of the indications of the un- 
satisfactory course of the disease. 

There is also much experimental work concerning 
the use of antibiotics in the treatment of acute chole- 
cystitis. Acute cholecystitis presumably starts because 
of an obstruction to the cystic duct. When stones are 
present the obstruction is easily explained, but fre- 
quently the cause is unknown. The disease must re- 
main on an obstructive, not infective basis, in most 
instances because many detailed studies have yielded 
ahigh per cent of negative bacterial cultures of bile, 
gallbladder contents and the gallbladder walls, despite 
the gross evidence of acute cholecystitis. However, 
when there is a sharp elevation of temperature main- 
tained over 24 hours, the use of antibiotics may be 
helpful. It is difficult not to use an antibiotic. The anti- 
biotic of choice so varies with current trends that no 
written recommendation can be dogmatic. As of this 
writing there is no evidence that the “hospital staphy- 
lococcus” is a common cause of acute cholecystitis. 
Therefore, either penicillin or a popular broad-spec- 
trum antibiotic may be used. The antibiotic should be 
stopped as soon as a remission is obtained. 


The Follow-up 


Having started or initiated conservative treatment, 
the attending physician, whether he be a general prac- 
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titioner or a specialist, must follow through to the logi- 
cal conclusion, whether it be discharge from the hospi- 
tal without operation or elective or emergency surgery 
during this hospitalization. This requires careful evalu- 
ation of the patient at frequent intervals. There is no 
one sign of a satisfactory course and no one sign of an 
impending disaster. There should be a steady improve- 
ment in symptoms of pain and discomfort. Vomiting 
and nausea will stop and the appetite will return when 
peristalsis resumes. Muscle spasm in the right upper 
quadrant will subside and a mass may then be palpated. 
The mass must be carefully watched. It may disappear 
with dramatic suddenness or more slowly. Persistence 
of the mass without good clinical improvement, or an 
increase in size and tenderness of the mass, often may 
demand urgent gallbladder drainage. Lessening fever, 
a high pulse rate and leukocyte count when initially 
elevated may be helpful in mirroring improvement or 
exacerbations. If improvement stops at a level that is 
unsatisfactory because of continuing jaundice, a per- 
sistent mass or continued discomfort after eating, then 
urgent or “off schedule” surgery must be considered. 
If an exacerbation of any of the symptoms or physical 
findings occurs, then emergency surgery must be con- 
sidered. Under these circumstances keen surgical 
judgment is needed, particularly in the aged. 

As the course of the disease unfolds itself, the at- 
tending physician is given the opportunity to evaluate 
the patient as a whole. The cardiac reserve can be esti- 
mated, the extent of the diabetes known, and other 
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complicating diseases controlled. For the patient over 
70 years of age for whom acute cholecystitis is a dan- 
gerous disease, this may be lifesaving. Once the acute 
attack is satisfactorily over, as shown by resumption of 
normal gastrointestinal function and a sense of well- 
being, plans for the future should be made. If rules are 
to be considered, then all such patients should have 
the benefit of a barium enema, upper gastrointestinal 
and gallbladder x-rays. The benefits of this rule are 
obvious but are often minimized in the physician’s 
mind by the severity of the recent illness. Unless there 
are medical contraindications or the patient refuses, 
surgery should be advised during this hospitalization. 
There seems little benefit in discharging the patient 
for six weeks or three months, and there is some dan- 
ger of another attack intervening. 

It is not within the scope of this paper to discuss the 
surgery to be done. However, the benefits of a simple 
gallbladder drainage instead of a difficult and hazard- 
ous removal must be emphasized. No “biliary crip- 
ples” follow cholecystostomy. 

In considering the management of acute cholecysti- 
tis, the clinical material seen in institutions will vary 
from a low of 10 per cent reported from consultation 
services, to our community hospital service of 45 per 
cent of all gallbladder disease. What can be considered 
for the record as acute cholecystitis does raise a diffi- 
cult academic point, unless one views the problem 
from the practical standpoint which is that all patients 
warranting treatment for acute cholecystitis will be 
considered to have the disease and so treated. If the 
principles of conservative treatment are applied rather 
than “immediate surgery,” the patient will not only 
benefit by the treatment but will be protected from the 
unnecessary and perhaps dangerous “early, immedi- 
ate or definitive surgery.” At the present time the 
principle of immediate surgery is popular in the sur- 
gical literature. Conservative treatment has few back- 
ers. Therefore, it seems worth while to draw attention 
to our recent report of conservative treatment in the 
hope that physicians practicing in community hos- 
pitals will reconsider this method. 

The report mentioned covered a five-year period 
during which 752 patients were treated for gallbladder 
disease. Three hundred forty-five, or 45 per cent, were 
treated for acute cholecystitis. None were treated by 
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early, prompt or immediate surgery. Any operated 
upon within 72 hours were so operated as of necessity, 
Of the 345 patients, 154, or 44.3 per cent, were satis- 
factorily controlled and discharged without surgery 
during this hospitalization. Thirty per cent returned 
later for surgery. There were no deaths. The possible 
result of the aggressive application of “immediate sur- 
gery”’ to these 154 patients is hard to say except that 
the mortality could not have been less. One hundred 
ninety-one patients were treated by surgery during 
this hospitalization. One hundred twenty-six received 
operations of election, with one death. Sixty-five pa- 


tients required surgery not of election. Thirty-eight | 


were operated upon because of persistent jaundice, a 
persistent right upper quadrant mass or because they 
could not resume normal gastrointestinal activity 
without recurrence of symptoms. There were two 
deaths. Of the entire 345 cases of acute cholecystitis 
treated conservatively, 27, or 7.8 per cent, were not 
satisfactorily controlled, requiring urgent or emer- 
gency surgery. There were six deaths. A detailed re- 
port of the causes of death in this series is not given 
here. Of the nine deaths, none could be definitely at- 
tributed to the gallbladder disease per se and none 
were caused by delay in surgery. Rupture of the gall- 
bladder is frequently cited as a fatal result of delay in 
surgery. Free rupture was seen four times, and a peri- 
cholecystic abscess was found six times in this ex- 
perience with no evident effect on the causes of death. 
The possibility of gallbladder rupture is not a valid 
excuse for immediate surgery. 

Figure 1 is presented to emphasize the danger of 
acute cholecystitis in the older age group. Seven of 
nine deaths occurred over the age of 70 years. Rather 
than demanding surgery within 48 hours of an acute 
attack, there is need to lead the middle-aged patient 
with proven gallbladder disease to an operation of 
election before he or she becomes a senior citizen. 
There is need to view each patient not as a consulta- 
tion before emergency surgery but after considered 
evaiuation and control of all disease processes. In our 
experience this was possible in 92.2 per cent of cases of 
acute cholecystitis managed conservatively. 

The conservative treatment of acute cholecystitis 1s 
strongly urged for the average physician, be he entitled 
family doctor, general surgeon or specialist. 


GP Volume XX, Number? 


ED 
Um 


Bal 
i 
q 4 
A 
m 
1S 
m 
ca’ 
cen 
cal 
Th 
pat 
cir 
eth 
Th 
dr 
in 
a to 
thi 
thi 
pet 
the 
bac 
ph 
of 
Tat 
GF 


ited 
‘ity. 
itis- 
ned 
ible 
sur- 
that 
lred 
ring 
ved 


mber 2 


Iherapeutic Risks 
of Aminophylline 


EDWARD B. TRUITT, JR., PH.D. 


University of Maryland School of Medicine 
Baltimore, Maryland 


Aminophylline intoxication is difficult 

to recognize. The drug has produced at least 
14 deaths and 53 cases of serious toxicity 

in children. The most serious problem 

is overdosage. Caution is urged 

in the intravenous use of aminophylline 

in patients with limited 

cardiac function and in children who show 
a marked sensitivity to the drug’s 

central nervous system stimulant effect. 


DRUGS LONG IN USE frequently become misused be- 
cause of the complacency that goes with familiarity. 
Their dependable action propagates a failure to antici- 
pate untoward effects which occur only under special 
circumstances. Such is the case with theophylline- 
ethylenediamine, better known as aminophylline. 
Therefore, a review of the hazards of therapy with this 
drug, so commonly used in asthmatic bronchitis, car- 
diac dyspnea and other cardiovascular problems, is a 
timely, preventive safeguard. This survey will attempt 
to compile some recent toxicologic experience with 
this drug, particularly in children, and to correlate 
this with the fundamental actions and rational thera- 
peutic use based upon blood level measurements. 

Recent years have seen the development of other 
theophylline derivatives which may avoid the draw- 
backs attendant upon oral administration of amino- 
phylline. Research on the absorption and blood levels 
of aminophylline and newer drugs has laid a more 
rational foundation for their therapeutic use. 
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The therapeutic limitations of aminophylline reside 
in three areas. One of these, perhaps the best known, 
is encountered in the use of the drug intravenously in 
the treatment of acute cardiovascular conditions. 
Another less drastic but highly annoying form of 
toxicity is the difficulty of oral administration with 
this agent, caused by mucosal irritation. The other 
problem appears largely in children who exhibit a 
marked sensitivity to the central nervous system stimu- 
lation of the drug. Indeed, recent reports of this latter 
variety constitute a veritable epidemic of cases with 
marked toxicity and often fatal outcome. The general 
practitioner as well as the pediatrician should be aware 
of this danger. 


Pharmacologic Actions of Aminophylline 


Aminophylline has four principal pharmacologic 
actions, associated largely with the theophylline por- 
tion of the molecule. However, the action in Cheyne- 
Stokes respiration has been attributed to the ethylene- 
diamine portion which may alsobe responsible for a part 
of the cardiotonic action. The significant actions of 
aminophylline in order of decreasing importance are: 

1. Cardiac. Increased force and rate of contraction. 

2. Smooth muscle relaxation. Bronchiolar, arteriolar 
and biliary tract dilatation. ; 

3. Renal. Depression of water and electrolyte re- 
sorption. 

4. Central nervous system stimulation. Cortical and 
respiratory center stimulation. 

These actions have received continued research at- 
tention aimed at clarification of their basic mecha- 
nisms. Concerning the cardiac action, it has been recent- 
ly found that aminophylline causes a shift of muscle 
phosphorylase from an inactive to an active form con- 
currently with stimulation of contractile force. The 
vital action of this enzyme in phosphorylating glycogen 
seems to provide a good basis for explaining the in- 
creased cardiac output caused by aminophylline. 

Another recently clarified cardiovascular action of 
the drug is its beneficial action in pulmonary hyper- 
tension. It has been shown in dogs that there is a defi- 
nite decrease in pulmonary vascular resistance. How- 
ever, the cardiac stimulation causes at the same time 
an increase in pulmonary blood flow. This has also 
been confirmed in human studies. Another useful car- 
diovascular action of aminophylline is the reduction in 
cerebral blood flow it produces. This has been found 
useful in the relief of hypertensive headache. Obvious- 
ly this reduction in cerebral blood flow cannot explain 
the drug’s action in Cheyne-Stokes respiration which 
must be relieved by the effect on the respiratory 
center. 


101 


| 

ight 

e,a 

hey 

vity 

titis 

not 

ner- 

| re- | 

iven 

at- 

one 

y in | 

yer 

ex- 

ath. 

alid 7 

of 

n of ies 

ther 

cute 

ent 

n of | 

zen. 

ulta- | 

ered 

| Our | 

es of | 

is is | 

itled 


Aminophylline continues to be used in angina and 
in postcoronary conditions even though experimental 
evidence clearly supporting this use is still lacking. 
The increase in coronary blood flow can be clearly seen 
in experimental animals with many levels of physio- 
logic intactness. However, the increase is invariably 
accompanied by increased cardiac work as in the iso- 
lated perfused heart and in dog hearts in situ. Further- 
more the arterial-venous oxygen difference widens, 
which suggests that the vasodilatation is inadequate for 
the increased work. 

Aminophylline relieves asthmatic bronchitis by a 
direct interference with bronchiolar constriction. It has 
a greater action against the histamine-induced bron- 
chospasm than it does on the loss in vital capacity pro- 
duced in man by aerosols containing Mecholyl. 

The diuretic action of aminophylline has lost favor 
in comparison to newer agents such as Diuril and 
Rolicton. However, the nature of the renal electrolyte 
and water alterations of the xanthine group of drugs is 
basically similar to these newer drugs. It would not be 
too surprising for a rediscovery of this action to occur 
if some of the problems of oral absorption could be 
solved. 

The central nervous system effect of aminophylline 
as a stimulant is seldom used. This action is nonethe- 
less present and, as will be seen, is one of the main 
causes of toxicity by the drug in children. Stimulation 
of respiration by the drug is valuable in Cheyne- 
Stokes respiration and is likely the result of a direct 
effect. Other stimulants are preferred for such states 
as barbiturate-depressed respiration. 


Side Effects of Aminophylline 


Overactivity of some of the useful actions of xan- 
thine drugs may result in toxic side effects. Other 
manifestations of toxicity have no useful function in 
subtoxic doses. The principal forms of toxicity pro- 
duced are: 

1. Central Nervous System—dizziness, restlessness, 
headache, irritability, reflex excitability, muscle 
twitchings, clonic and tonic convulsions. 

2. Gastrointestinal—nausea, vomiting, epigastric 
awareness and pain, and hematemesis. 

3. Kidney—albuminuria. 

4. Cardiovascular—palpitation, flushing, marked 
hypotension and circulatory failure. 

These side effects seldom produce toxicity of an 
alarming degree in the average adult when orally medi- 
cated. By intravenous administration, however, the 
cardiovascular manifestations may produce sudden 
dangerous and occasionally fatal reactions. This occurs 
when stimulation of an already weakened myocardium 
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is contraindicated. The second condition under which | 


the toxicity of aminophylline appears in exagycrated 
form is in children who are particularly sensitive to the 
central nervous system stimulant actions. It is these 
two particular areas which best emphasize the risks in- 
volved in aminophylline therapy and are worthy of 
more detailed consideration. 


Myocardial Risk in Angina and Postcoronary 
Conditions 


The direct irritation of aminophylline on the gastric 
mucosa by oral administration makes this route un- 
suitable for treatment with this theophylline deriva- 
tive. Enteric-coated tablets may reduce this complica- 
tion, but at the same time are poorly absorbed. This 
has led to the intravenous use of aminophylline when 
acute effects are desired. The reports of sudden car- 
diovascular collapse following intravenous therapy 
have led to the establishment of cautions concerning 
the dilution of the product, the slow administration, 
and by some the restriction of dosage to 350 mg. The 
sudden peripheral vasodilatation has been suggested 
as the cause of these deaths rather than a cardiac 
arrhythmia. Despite these cautions fatal reactions fol- 
lowing intravenous therapy still occur and are 
occasionally reported. Other less drastic, but still dis- 
concerting symptoms, accompany intravenous injec- 
tion of the drug. These are a peculiar numbness and 
tingling sensation about the face, flushing, sweating, 
faintness and hyperpnea. 

The particular conditions of angina and following 
myocardial infarction where some degree of cardiac 
impairment exists are those in which the use of 
aminophylline is so often tried. Despite the lack of 
supporting experimental data for coronary vasodilata- 
tion, some clinical evidence remains unrefuted which 
suggests that aminophylline may increase exercise tol- 
erance and reduce the frequency of attacks in anginal 
patients. Recognizing the persistence of this disagree- 
ment, the Council on Pharmacy and Chemistry of the 
AMA recently provided the following modification of 
their statement on the use of xanthine derivatives in 
coronary disease :“’The council concluded that although 
the clinical evidence was inconclusive and the potential 
benefit slight, theobromine or theophylline compounds 
could be tried in selected cases whenever myocardial 
stimulation would not be harmful.” 


Childhood Sensitivity to Aminophylline 


A frequent application of aminophylline in chil- 
dren, and adults as well, is to produce bronchodilata- 
tion in cases of asthmatic bronchitis. It provides 4 
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lnger-lasting relief of wheezing, dyspneic and often 


cyanotic cases than is usually possible with epineph- 
rk Quite often the rectal route of administration 
isused for convenience as well as to avoid gastric dis- 
ress. However, the unpredictability of absorption by 
this route may result in either very poor or very 
narked absorption. 

A startling total of 14 deaths and 53 serious cases of 
toxicity have appeared in various pediatric and other 
journals that emphasize the markedly toxic effects that 
children can exhibit when overdosed with aminophyl- 
line. In addition, the author has been a consultant to 
two other fatal cases, one of which is reported herein 
briefly as an example. In many of these cases the causa- 
tive role of aminophylline in the toxicosis was not 
recognized early enough to stop its administration be- 
fore serious central nervous system and gastrointesti- 
nal symptoms had occurred. In some cases unexpected 
drug synergism has increased the severity of the cen- 
tral stimulation. 

The basic causes of this problem have been a lack of 
wide dissemination of information concerning the un- 
usual sensitivity of children to this drug and the proper 
dosage recommendation to avoid toxicity. Although 
neatly a score of reports have appeared, most of these 
have been published in pediatric specialty journals. 
Furthermore, these experiences have not yet been in- 
corporated into standard textbooks of pediatrics, aller- 
gy or internal medicine. 

Early recognition of aminophylline intoxication is 
dificult because many of its symptoms closely resem- 
ble those frequently occurring in bronchial asthma. 
Restlessness, nausea and vomiting, fever and even con- 
vulsions, provided the fever is high enough to account 
for them, are common enough in asthmatic bronchitis 
following colds and other infections that they are 
hardly suspected as preliminary indications of amino- 
phylline toxicity. The manifest danger, therefore, is 
that in many cases, the offending drug has been continued 
or even increased in dosage because it was thought to be 
insufficient! For this reason the early recognition of the 
toxic actions of aminophylline is especially important 
to all concerned with the use of this drug in children. 

A frequency tabulation of the toxic symptoms re- 
ported in the literature has been compiled and is 
shown in Figure 1. The problem of differentiating 
these symptoms from those associated with the disease 
under treatment has been attempted. The descriptions 
show characteristic differences which, if recognized, 
may aid earlier detection of impending aminophylline 
intoxication. 

1. Restlessness. This, the most constant symptom, is 
much more marked than that occurring in bronchial 
asthma and becomes progressively more severe toward 
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a stage of uncontrollable agitation, delirium or mania. 

2. Vomiting. This frequent symptom commonly de- 
velops shortly after (or occasionally before) the rest- 
lessness and may progress to an intractable emesis. 
The patient is often thirsty in spite of an inability to 
retain fluid. After a period of time the vomitus may 
become bloody or have a thick brown or brownish-red 
color. This severity of vomiting seldom occurs in 
asthmatic attacks. 

3. Convulsions. The convulsions caused by amino- 
phylline are intermittent but usually severe and pro- 
longed. Muscular twitchings of the face and extremities 
may develop. 

4. Fever. This is usually present and usually severe 
(between 105° to 108°F.). 

5. Albuminuria. A less consistent finding but may 
range from 1-plus to 4-plus albuminuria. 

6. Dehydration. A prevalent symptom resulting from 
diuresis and vomiting. 

The basis of most of these symptoms is clearly mani- 
fest in the pharmacologic actions of the xanthine 
group of drugs. Although its central action is not so 
marked as for caffeine, aminophylline is an effective 
stimulant, and convulsions with respiratory paralysis 
is the mechanism of death in experimental animals. 
Fever is a well-known contributing factor to convul- 
sions. Vomiting occurring after rectal or ‘parenteral 
administration of aminophylline is the result of an 


Death 
Convulsions 
Stupor 
Albuminuria 
Hematemesis 
Severe Vomiting 
Dehydration 
Irritability 
Per Cent 10 20 30 40 50 60 70 80 


Figure 1. Frequency of reported symptoms from 35 cases of amt- 
nophylline intoxication (taken from McKee and Haggerty, 1957). 
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extragastric action in this case. The hyperpyrexia may 
result from the marked vasodilator action of the drug, 
although with this severity some central action must 
also be suspected. Albuminuria results from renal irri- 
tation as an extension of the diuretic action. 


Illustrative Case 


A typical case of aminophylline intoxication is the 
following: 

University Hospital #165-846, M.H., a 9-month, 
9.8-kg. white male infant suffered wheezing and respir- 
atory distress following an attack of mucous rhinitis. 
The family physician prescribed an epinephrine vapor- 
izer, a tetracycline antibiotic and one aminophylline 
suppository (250-mg. size) every six hours (25 
mg./kg.). The patient improved for about 12 hours 
and then he became irritable with vomiting and fever. 


- After 48 hours of this treatment schedule (including 


eight aminophylline suppositories) the patient was ad- 
mitted to University Hospital showing generalized 
convulsions, hyperpyrexia (106.4 degrees) and tachy- 
cardia (200/min.). Anticonvulsant therapy with pheno- 
barbital was ineffective and ether-oxygen anesthesia 
gave only temporary control of convulsions. These 
lasted for about 11 hours. Albuminuria (2-plus) ap- 
peared and the infant remained unconscious or semi- 
conscious with muscular twitchings for another day 
before succumbing by respiratory arrest. 

In this case, as in many others, the critical period 
for preventing the fatality was before admission to the 
hospital. It is doubtful that improved therapy beyond 
this point will ever be capable of reversing the reported 
pathologic findings from autopsies, such as gastro- 
intestinal hemorrhage, ulceration and _ perforation, 
brain edema with petechial hemorrhages and centro- 
lobular congestion and necrosis of the liver. Exchange 
transfusions may offer a possibility provided convul- 
sions have not continued long. 

Perhaps the most serious factor in the problem has 
been that of overdosage. When one compiles a list of 
the reported doses which have been administered in 
these toxicity cases, they average approximately 21 
mg./kg. which is three times the maximally recom- 
mended adult dose! A prevalent misconception leading 
to the overdosage by rectal suppositories has been that 
the 250-mg. or half-sized suppository is a “pediatric 
size.” This error was obvious in the foregoing case. 
One manufacturer (Wyeth) now prepares a special 125- 
mg. size for use in infants and labeled “pediatric,” but 
this may often need slitting in half for those 10 kg. and 
under. A clearly indicated maximum dose for children 
is 7 mg./kg. 

Synergism with other central stimulant drugs has 
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been suspected to be an etiologic factor in sone re. 
ported cases of aminophylline toxicity. All of the 
sympathomimetic amines, especially ephedrin:, may 
be implicated in aggravating the convulsive hazard in 
children. Such a synergism was suspected in the first 
reported case of aminophylline intoxication from 
Tedral tablets (a theophylline, ephedrine and pheno- 
barbitai combination). These authors found that 
ephedrine increased the toxicity of theophylline four- 
fold in rats. Benadryl causes convulsions in toxic doses 
and has been suspected of a synergistic contribution in 
another fatal case. Certainly any drug capable of poten- 
tiating the central nervous system stimulating action 
or producing gastric irritation or fever should be care- 
fully considered before combining it with aminophyl- 
line therapy for children. 


Absorption, Blood Levels and Dosage 


Three methods have become available for the quan- 
titative measurement of theophylline in blood, and two 
of these have been applied to the dynamics of amino- 
phylline absorption by different routes of administra- 
tion. The poor absorption of enteric-coated tablets in 
contrast with that of plain tablets has been previously 
mentioned. Poor and capricious absorption was noted 
by both groups from the rectal suppositories available in 
1950. Since these notations of poor suppository blood 
levels were made, this route has been restudied several 
times with similar conclusions. It appears that this var- 
iability is intrinsic in the subject as well as the type of 
suppository ointment base. The toxicity occurring in 
children with suppositories suggests that they are prone 
toward marked absorption by this route which may be 
engendered by the accompanying fever. Rectal retention 
enemas provide another technique of nonparenteral 
medication with blood levels comparable to the intra- 
muscular route. Figure 2 shows a composite charting 
of human blood levels by various routes of dosage. 

The availability of blood levels has made possible 
some estimates of the effective concentrations neces- 
sary for the various actions of aminophylline. For the 
diuretic action a blood level of 0.5 mg. per 100 ml. or 
more is required, based upon studies of renal water and 
electrolyte excretions in humans. A plasma level of 1.0 
mg. per 100 ml. (equivalent to a 0.5 mg. per 100 ml. 
blood level) has been estimated to relieve the broncho- 
spasm of asthmatics. The similarity of the blood level 
curves in Figure 2 to those of relief of histamine-induced 
bronchospasm by these same doses of aminophylline 
prompted the conclusion that a blood level of 0.5 mg: 
per 100 ml. was also effective in these subjects. More 
data of this type are needed for more rational theophyl- 
line therapy in other conditions. 
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er Aconsideration of these human blood level data has 
may provided a reconfirmation of the empirically establish- ‘3 
id edaminophylline doses. The maximally recommended BLOOD LEVELS OF THEOPHYLLINE FOLLOWING 
e first fy uttavenous dose of 0.5 Gm. or about 3.5 mg./kg. pro- ADMINISTRATION OF THEOPHYLLINE — 
Ciel vides adequate levels for one to two hours for acute ef- ETHYVLENEDIAMINE BY VARIOUS ROUTES 
fects of the drug. 1.00 
that Although uncoated tablets are well absorbed orally, Intravenous 0.5 Gm. 
provided gastric retention does not occur, other 
theophylline derivatives are available that produce good 125 — — Oral Tablets — PI. 0.3 Gm. 
ion in blood levels by this route. These are such compounds ->- Rectal Suppository 0.5 Gm. 
voten- theophylline sodium glycinate (Theoglycinate), 
action theophyllinate (Choledyl), dihydroxypropyl , 
ale theophylline (Neutraphylline), or an alcoholic solution 2 
ophyl- of theophylline (Elixophyllin), and others which have 
a greater tolerance by oral administration. Some of | 0.75 
these compounds contain a lower percentage of & 
theophylline in the molecule and may require as 3 
much as double the dose of aminophylline for com- 2 0.0 
lie In conclusion, the toxicity of aminophylline in two g 
Pater particular areas of therapy has revealed hazards with = 0.25 
pre this drug which are not apparent in the majority of $ 
lets in § O° These are the intravenous use in patients with = 
limited cardiac function where the hypotensive action 
noted 4 ™Y produce circulatory collapse and in children who istration —Hours 1 2 3 4 5 6 7 © 
sble in exhibit a marked sensitivity to the central nervous 
blood § ‘Yste™ stimulant effect of the drug. 
a The toxicity of aminophylline in children has pro- _Figyre 2. Blood levels of theophylline following administration of 
Seaile. duced a startling total of 14 deaths in 53 cases of theophylline-ethylenediamine by various routes to man (taken from 
ype toxicity. Truitt et al., 1950). 
mg = The author is indebted to Dr. E. G. Field, Department of 
prone Pediatrics, for permission to quote from the case cited above. 
nay be 
ention ; A coupon for ordering an extensive bibliography accompanying 
-nteral this article may be found adjacent to or near the Index to Advertisers. 
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Two of the authors, Drs. Rury and Roth, are family doctors 
and work as partners in a small rural community. 

Dr. Downing 1s a psychiatrist and acting director 

of New York State’s Mental Health Research Unit. 

Together, they conclude that the percentage of psychiatric patients 


seen in general practice is 12 to 15 per cent. 


Vv. E. ROTH, M.D. AND J. L. RURY, M.D. 
Marcellus, New York 


J. J. DOWNING, M.D. 


Syracuse, New York 


Psychiatric Patients in a General Practice 


A MEDICAL STUDENT’S QUESTION concerning the number 
of psychiatric patients seen in general practice stimu- 
lated this study. The answer given (10 to 15 per cent) 
was greeted by skepticism. A cliche generally believed 
in medical circles is that the percentage varies from 
30 to 60 per cent. Joseph Hughes states, ‘Fifty to 70 
per cent of persons consulting physicians are func- 
tionally ill.” 

Einheim states, ‘We have learned from studies 
done in New York hospitals and elsewhere that 
approximately 30 per cent of all patients going to the 
practitioner’s office are suffering from symptoms that 
are purely psychogenic; that another 30 per cent are 
suffering from organic illnesses with a significant psy- 
chologic overlay.” Even general practitioners them- 
selves have only a vague idea as to the number of psy- 
chiatric illnesses seen in practice. 

This idea has permeated many fields other than 
medicine—including advertising. A large life insur- 
ance company in a full-page advertisement placed in 
nationally distributed magazines states, ‘‘. . . studies 
made by the National Association of Mental Health 
show that almost 50 per cent of all people seeking 
medical attention today suffer from conditions brought 
about or made worse by emotional factors.” 

It is probable that this idea has been fostered by all 
physicians because the psychiatric patient is poorly 
understood, takes up time that seems more valuable 
for other purposes and whose treatment often seems 
futile. 
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Initial Study 


The study was started as a simple tabulation of the 
diagnoses of all office patients seen in a two-month 
period (February 24 to April 24, 1956) by Dr. Roth. At 
the end of each day the diagnoses were tabulated in 
four groups: (1) organic only, (2) organic with some 
psychiatric overlay, (3) psychiatric only and (4) no 
diagnosis. Of a total of 517 at the end of the two 
months, 80 per cent were organic; 10 per cent were 
organic with psychiatric overlay; 7 per cent were psy- 
chiatric and 3 per cent were no diagnosis. 


Reasons for Expanding Study 


It was thought that the study should be expanded 
in order to prove that these percentages were or were 
not valid. It was believed that if these percentages 
were valid, the subject was important enough to fol- 
low up aside from adding some statistics to medical 
literature for the following reasons: 

1. More students will be influenced to enter general 
practice if more organic disease patients and fewer 
psychiatric patients are seen than is commonly sup- 
posed. 

2. Changes in medical college curricula. 

3. Comparison with future statistics. 

4. Influence on specialty study. 

5. Future development of medical facilities. 

6. Effect on health insurance. 
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Methods of Further Study 


All patients’ records seen during the period of Feb- 
wary 24, 1956 to April 24, 1956, in the office, home 
and hospital were reviewed. This was done by two of 
the authors, the only two community physicians in- 
volved, practicing as a partnership with common clin- 
ical records. After the psychiatric diagnoses were sep- 
arated from the organic, the clinical records of the 
psychiatric patients were discussed and reviewed with 
Dr. Downing, a psychiatrist. The diagnoses were either 
confirmed or rejected. 

Because of the small number of children under 10 
who are diagnosed psychiatric, these percentages 
would be increased if this age group was eliminated. 
Doing this brings the percentage to 10.4 per cent 
(Table 1). It is our impression that the junior partner’s 
practice (Dr. Rury’s) contains relatively more younger 
people than the senior’s practice (Dr. Roth’s). This is 
verified on the basis of a comparison of the age of a 
random sample of each practice. 

Now the question arose as to how many psychiatric 
diagnoses might have been missed by the general prac- 
titioners. To answer this, a 47 per cent sample (427) 
of the combined practices, excluding those already 
diagnosed by all of us as psychiatric, were discussed. 
The doctors and the psychiatrist agreed that 25 ad- 
ditional patients should be diagnosed psychiatric. 

Generalizing from the sample to the total combined 
practices, it is likely, at the 95 per cent level, that the 
proportion of additional patients that the psychiatrist 
would diagnose as psychiatric is about 6.1 per cent. 
In other words, it might be expected that 41 to 69 
additional patients could be diagnosed as psychiatric. 
Adding these to the 72 originally diagnosed, the total 
number would range from 113 to 141 psychiatric pa- 
tients. Thus the percentage of the patients that could 
be diagnosed psychiatric (by a psychiatrist) would be 
expected to range from 11.6 per cent to 14.5 per cent. 

The kinds of diagnoses made by the psychiatrist in 
this additional group are generally in accord with those 
in the original group and do not reveal any blind spot 
of the generalist in diagnosing psychiatric patients 


(Table 2 and Figure 4). 


Socioeconomic Background 


In order to further authenticate the study, it was 
thought that the socioeconomic background of the pa- 
lients studied should be stated. As most statistics 
come fron hospitals, clinics and other special groups, 
(twas thought that the present group was perhaps 


more representative of what most general practitioners 
see every day. 
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PERCENTAGES OF PATIENTS IN A VILLAGE 


GENERAL 


PRACTICE DIAGNOSED NEUROTIC OR PSYCHOTIC 


Diagnosed Per cent 
Neurotic/ Neurotic/ 
Group Number Psychotic Psychotic 
Dr. Roth’s patients 
(1) Office patients 414 54 13.0 
(2) Home and hospital patients 
excluding (1) 116 8 6.9 
Total (1)+(2) 530 62 11.7 
Dr. Rury’s patients 
(3) All patients excluding (1) 
and (2) above 442 10 2.3 
Combined practices (1) + (2)+ 
(3) 972 72 7.4 
Total excluding children under 10 684 71 10.4 


Table 1. 


CLASSIFICATION BY SEX OF NEUROTIC PSYCHOTIC 
DIAGNOSES OF 72 PATIENTS OF DRS. ROTH AND RURY 


Females Males 
Diagnosis Number Per Cent Number Per Cent 
Disorders caused by or 
associated with brain 
tissue function: 

Brain disorders 8 14.5 2 11.8 
Mental deficiency 1 1.8 — 0.0 
Disorders of psycho- 
genic origin: 

Psychotic disorders 4 7.3 — 0.0 

Psychophysiologic 4 7.3 5 29.4 

Psychoneurotic 21 38.2 6 35.3 

Personality 4 7.3 1 5.9 

Transient situational 7 12.7 — 0.0 
Unable to diagnose 6 10.9 3 17.6 

Total 55 100.0 17 100.0 


Table 2. 
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Figure 1. Per cent of patients in each ten-year age group diagnosed 
neurotic/ psychotic, by sex (Dr. Roth, all calls, 2/24/56—4/24/56). 


The community involved in the study is located in __ cialty services are available. The community is prin 
central New York about 12 miles from a medical col- _cipally middle class. About one-third of the com 
lege and center where all types of hospitals and spe- munity depends economically on agriculture; one 


Per Cent 


Figure 3. Per cent of diagnoses in specific neurotic/ psychotic categories, 
by sex (Group I) (All ages, combined practices, 2/24/56—4/24/56). 
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Figure 2. Per cent of patients in each twenty-year-age group diagnosed 
neurotic/ psychotic, by sex (Dr. Roth, all calls, 2/24/56—4/24/56). 


third on local industry and services; and one-third 
commutes to the nearby city for employment in indus- 
tryand services. The ethnic background is a fair cross 


Figure 4. Vuwmber of patients originally diagnosed neurotic/ psychotic 
7“ in sample diagnosed by psychiatrist (2/24/56- 
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section of the country, with a carryover from post- 
revolutionary settlers, Scotch and Irish during the 
nineteenth century, and all backgrounds in the twen- 
tieth century. The number of patients served in the 
village and rural area is approximately 4,000. A cer- 
tain percentage go directly to specialists in the nearby 
city but it is probable that no more psychiatric pa- 
tients than pediatric patients do so. 


Comparison with Other Studies 


In order to further confirm our data, we compared 
our percentages of psychiatric patients with three other 
statistical studies made of all diseases seen in general 
practices. 

Tabenhaus in 1953, reporting on his rural practice 
in Brunswick County, N.C., noted that half his pa- 
tients were adult, one-third pediatric cases, and one- 
sixth geriatric. The sexes were evenly distributed; 
about two-thirds of his patients were white; the rest 
were Negro. He classified 162 cases out of this total of 
2,661 as mental, psychoneurotic and personality dis- 
orders, or 6.1 per cent. It is not known to what extent 
the other 15 categories he used included cases similar 
to some diagnosed psychiatric in our study. 
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The practice of Seidenstein in New Rochelle, N.Y., 
included no infants under 1 year of age. During 1954 
_ he saw 3,274 patients who made 8,395 visits. Since 
some patients were seen for several different diseases, 
the 3,274 does not reflect that many different people. 
Listed are 65 patients with neuroses, 17 with “prob- 
lems” and six with psychoses. These made up 2.7 per 
cent of the number of patients, or 5 per cent of the 
number of visits. Dr. Seidenstein commented that his 
patients with neuroses and problems took less than 20 
per cent of his time. 

Brooks, in his first three years of a general practice 
in two adjacent suburbs of a large midwestern city, 
saw 2,237 patients who made 6,142 office visits. His 
category “nervous system” included 467 visits or 7.6 
per cent of the total. 

Because of lack of comparability in categories of 
diagnoses, comparisons on other than a gross level 
cannot legitimately be made with our study. However, 
their percentages of psychiatric patients in a general 
practice tend to confirm our thesis that the percentage 
of psychiatric patients is well below 30 per cent. 

Figure 1, divided in ten-year intervals, shows that 
the highest incidence of psychiatric patients for males 
is in the 20 to 29 age group and for females in the 50 to 
59 age group. Figure 2 shows the same thing but with 
a chart in 20-year intervals. These statistics are taken 
from the entire practice of one author for the study 
period. 

Figure 3 shows the percentages of specific psychi- 
atric categories by sex of the combined practices of 


two authors during the study period. Figure i shows 
the number of cases in each disease category, |ut with 
the cases added (in shaded sections) by the review of 
the 47 per cent sample of nonpsychiatric cases by the 
general practitioners and psychiatrist. 

It is interesting to note in Figure 3 that the psycho- 
neurotic category for male and female is essentially the 
same, 35.3 per cent for males and 38.2 for females, 
The other striking figure is 29.4 per cent of the male 
group who are in the psychophysiologic category, as 
contrasted with 7.3 per cent of the female group. 

Figure 4 shows that the “pick-up” of psychiatric 
patients in the review of the 47 per cent sample of 
original nonpsychiatric patients by psychiatrist and 
generalists fairly closely parallels the original percent- 
ages. This shows that probably the generalists had no 
“blind-spot” in picking up psychiatric patients in the 
original group. It also shows that there were more fe- 
male than male psychiatric patients: 73 female and 
23 male. 

Our statistically corrected percentage of psychiatric 
patients in our general practice was 11.6 per cent to 
14.5 per cent. Our conclusion is that the percentage 
of psychiatric patients seen in general practice is much 
lower than generally believed by the medical profes- 
sion and others. 


® The authors were assisted by Miss Rhonda Cassetta, statistician. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Decline 


Death Rates Duarinc the early years of life, death rates have always been highest under the age of 1 year. 
Since 1910, those death rates have declined dramatically (see accompanying diagram). Con- 
sequently, the youthful population in the United States had risen to an estimated 56.8 mil- 
lions in 1950—is expected to reach 88.7 millions by 1970. (Statistical Bulletin, Metropolitan 
Life Insurance Company, February, 1959.) 
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The Diagnosis and Control 


Acute glomerulonephritis is largely a disease . 
of young people. The incidence is higher in some families due 

to an immunologic deficit. It is difficult to evaluate host factors 
and human ecology. Acute glomerulonephritis probably involves 
a profound antigen-antibody reaction of the hypersensitivity type. 
The disease is particularly reversible if handled well and early. 
Prevention lies in early diagnosis and treatment 

of streptococcal infections. 


THOMAS HULEN HAIGHT, M.D. 
New York, New York 


of Acute Glomerulonephritis: A Review 


THis REVIEW Is an analysis of our present knowledge of 
certain renal diseases, especially acute glomerulone- 
phritis. A few of the tables and figures are based on 
previously unreported data. The focus is upon acute 
glomerulonephritis as a sequel of a common respira- 
tory infection, and the emphasis is on the preventive 
medical aspects of glomerulonephritis—the things that 
must be known for early diagnosis and control of this 
unnecessary affliction. 

Renal diseases, acute and chronic, including vascu- 
lar disorders and neoplasms, account for at least 20 per 
cent of all the illnesses requiring hospitalization. If we 
include illness episodes treated in the physician’s 
office or at home (such as cystitis, mild instances of 
nephritis, etc.), then the real incidence rate would be 
inestimable and far higher. It is apparent, then, that 
attention must be focused on the occurrence of dis- 
orders involving either or both kidneys. 

Table 1 lists the discharge diagnoses following hos- 
pitalization for various complaints, frequently not at 
all directly referable to the symptoms and signs of 
disease of the organ system found most involved. 
Naturally, the accurate incidence of these diseases in 
the general population is not well reflected by these 
numbers. For example, the multitudinous viral dis- 
tases of the upper and lower respiratory tracts are 
far more prevalent—but only a very few individuals 
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are ever hospitalized. Similarly, the incidence of gas- 
trointestinal complaints ranging from belching to 
constipation or diarrhea is not reflected in these 
percentages, since the degree of morbidity is rarely 
sufficient to require hospitalization. However, even 
in nonepidemic periods, 1.2 per cent of hospital 
admissions were for the occurrence of acute glomeru- 
lonephritis. During an epidemic of streptococcal in- 
fections caused by one of the nephritogenic strains, 
this incidence rate would be many, many times 
higher in a population not previously exposed to that 
particular strain of streptococcus. 

There is still much confusion in the medical litera- 
ture concerning the etiology of chronic glomerulone- 
phritis. Thus, in the best manner of preventive medi- 
cine, the wise physician is still obliged to apply the 
most conservative theory, on the basis that if there is 
any remote possibility that acute glomerulonephritis 
is one of the antecedents of chronic glomerulone- 
phritis, the doctor must attack the acute episode with 
all due vigor, hoping to prevent permanent and pro- 
gressive renal damage. 


Historic Background 


Many physicians have contributed greatly to our 
present state of knowledge about acute glomerulone- 
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ANALYSIS OF DISCHARGE 


DIAGNOSES IN 2,842 PATIENTS 4 
Primary Per Cent 


Diagnosis* Incidence 


Neuropsychiatric Disorders 14.6 


Cardiovascular Diseases 14.0 

Neoplasms, Various Sites 9.7 2 
Chronic Pyelonephritis 7.0 

Bacterial Respiratory Infections 7.0 x 
Arthritis, All Types 6.8 fe 
Viral Respiratory Infections 6.4 4 
Nephrosclerosis 5.2 a 
Miscellaneous Disorders 5.2 

Hematologic Diseases. 3.7 4 
Surgery, Minor 3.7 
Liver and/or Gallbladder Disease 2. a 
Acute Pyelonephritis 2.8 : 


Endocrinologic Disturbances 2.2 


Chronic Glomerulonephritis. 1.9 = 
Collagen Diseases 1.4 
Neurologic Disorders, Primary 1.4 a 
Tuberculosis 1,3 a9 
#Acute Glomerulonepirritis 1.2 


*Diagnoses are tabulated only once 
with emphasis on major cause for mor- 
bidity. 

#Incidence during a nonepidemic pe- 
riod. 


Table 1. 


phritis. Richard Bright, of course, first formulated the 
concepts that are still currently held in favor, and in- 
deed, the chronic form of nephritis bears his name. He 
gave us such clear and classical descriptions of the 
natural history of all renal diseases, and much of what 
has followed through the years is predicated upon his 
early and astute observations. Later Magnus-Levy be- 
came interested in the excretory functions of the 
nephron and enlightened the profession on the 
mechanisms of sodium excretion and reabsorption and 
the possible abnormalities. Homer Smith assisted us as 
a brilliant physiologist with a lifelong interest in the 
kidney and “what makes it tick,” by pointing out 
clearly the normal range of function of the organ. He 
was also largely the impetus behind the development of 
sensitive tests of renal function, so essential to accurate 
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diagnosis and management of the patient. It was 
Thomas Addis of San Francisco who devoted a |ifetime 
to the study of the natural history and laboratory ab. 
normalities in glomerulonephritis. Many of the re. 
marks that follow are based upon Addis’ observations 
of more than two decades. While some intelligent 
physicians have taken exception to certain of his view- 
points, the vast majority of his work is clearly classical. 
He was the first to impress strongly upon the medical 
world the absolute necessity of quantitative examina- 
tion of the urinary sediment for cellular elements and 
protein, rather than the mere qualitative tests that can 
be so misleading, depending, for example, on the spe- 
cific gravity of the urine. 

Many other names should be recorded here as im- 
portant pioneers in the evolution of our present con- 
cepts about acute glomerulonephritis, but Rammel- 
kamp cannot be overlooked. For it was he and his 
coworkers who first signally pointed out the existence 
of nephritogenic strains of the group A beta-hemolytic 
streptococcus, thus greatly accelerating our under- 
standing of the variability of the attack rates for ne- 
phritis following streptococcal outbreaks. Also the 
work of Rammelkamp, Seal, their many collaborators, 
and others on the antibiotic prophylaxis of streptococ- 
cal infections during epidemic periods was of prime 
importance in reducing the incidence of all the late 
sequelae and complications of streptococcosis, in- 
cluding glomerulonephritis. 


Behavior Variants and Immunity 


Preventive medicine is becoming increasingly im- 
portant in our concepts of the practice of good medi- 
cine. It is far more mandatory to prevent a disease than 
to treat an existing one that might have been prevented, 
and certainly more beneficial to the patient because of 
the ever-present risk of complications. Also we are just 
beginning to recognize that all human beings do not 
react in the same manner to a given exposure to the 
same organism, life situation or environment. We must 
learn a great deal more about why the same nephrito- 
genic streptococcus affects certain members of a given 
population or family and not the others. This leads 
quite logically into two branches of medical science. 
On the one hand, we surely must know more about the 
variants in the behavior of the streptococcus as regards 
virulence and its pathogenecity; also we must discov- 
er evidence about the effects of the host upon the 


bacterium and the wide variability of type-specific anti- fan 


body responses from one individual to another. It 1s 
this type-specific immunity that is the key factor im 
preventing recurrences. 

The other avenue which we must approach is the 
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ecologic one, that division of human biology which 
endeavors to study all the interrelationships between 
an organism and its environment. In this instance, 
man is the organism and he encounters the strepto- 
coccus in his natural environment. An attempt must 
be made to account for the frequency of streptococcal 
infections in otherwise healthy people versus the 
rarity in others subjected to essentially the same cli- 
mate, environment and working conditions. And it 
follows that if infections are more common in some, 
then too the complications will be more prevalent. 
Factors of adaptation are most surely involved, and 
perhaps there may also be some alterations in anti- 
body-producing mechanisms. Several medical centers 
are presently engaged in such studies that may lead 
to some of these answers. To paraphrase Dr. René 
Dubos’ famous remark, ‘“The more that I study tuber- 
culosis, the less concerned I am with the tubercle 
bacillus” is clearly to imply that host and environ- 
mental factors play a vital role in infections caused 
by any organism ; this would include the streptococcus 
as well, 

The incidence of a number of renal diseases has been 
summarized in Table 2, based upon a survey of 1,784 
instances of kidney disorders observed in both clinic 
and hospitalized patients. Not infrequently more than 
one disease coexisted, but for the sake of tabulation, 
only the one deemed responsible for the morbidity was 
recorded, i.e., the reason for either the clinic visits or 
hospital admission. Both acute and chronic pyelone- 
phritis are more common than glomerulonephritis, but 
recall that chronic pyelonephritis is thought by 
some to superimpose upon acute glomerulonephri- 
tis. Chronic glomerulonephritis was given as the main 
diagnosis more frequently than acute glomerulone- 
phritis, but one usually has no way to estimate pro- 
gressive renal damage following an acute attack of 
glomerulonephritis unless the patient is diligently 
followed by the physician with many tests of a quanti- 
tative nature. Furthermore, it is estimated that at least 
15 to 20 per cent of the cases of acute glomerulone- 
phritis are subclinical. Thus, while acute glomer- 
ulonephritis is not a common disease, neither is it 
rare. Chronic glomerulonephritis is frequently not 
distinguishable from chronic pyelonephritis either 
clinically or at necropsy, so it is not possible to esti- 
mate the precise incidence of these diseases; also it is 


not clearly established just how many patients with 
acute glomerulonephritis progress to the degenerative 
and chronic stage. 

Since the aim of the attending physician is not only 
to relieve suffering but to prevent further and some- 
limes irreparable damage to any organ involved, 
emphasis must necessarily be placed on the reversible 
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INCIDENCE OF VARIOUS 
RENAL DISEASES* 


Approx. 
Per Cent 
Disease Incidencet 


Chronic Pyelonephritis 26.5 
Nephrosclerosis 19.1 
Obstructive Uropathy 14.6 
Acute Pyelonephritis 13.3 
Chronic Glomerulonephritis 5.0 
Lipoid Nephrosis 4.1 
Acute Tubular or Cortical 
Necrosis 3.6 
Acute Glomerulonephritis 3.4 
Nephrolithiasis 3.3 
Collagen Diseases 
Neoplasms 1.6 
Renal Calcinasis 0.8 
Miscellaneous Disorders 0.7 
Gout 0.5 
Multiple Myeloma 0.4 
_ Leptospirosis 0.4 
Parasitic Diseases 0.3 


*When two renal diseases coexisted, 
only the one primarily responsible for 
morbidity was tabulated. 

tPer cent incidence based on a survey 
of 1,784 cases of renal disease observed 
in both the clinic and the hospital. 


REVERSIBLE RENAL DISEASE* 
Acute 
Acute Pyelonephritis 
Renal Calculi 
Eclampsia 


Obstructive Uropathy 
Focal, Embolic Nephritis 
Syphilitic Nephritis 
Renal Calcinosis 

Acute Tubular Necrosis 
Acute Cortical Necrosis 


*Order in list is an approximation of 
likelihood of reversibility, but is not i 
accurately predictable. 


Table 3. 
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ASSOCIATION OF STREPTOCOCCAL TYPES WITH 
COMPLICATIONS OF STREPTOCOCCAL INFECTION * 


Number of Cases With 


Rheumatic 


Fever 


Scarlet 
Fever 


— 
Corr NUN OWN 
CNC W’RNSIN CO 


*Study based on observation of 512 cases of definite infection. 
{Serologic grouping and typing performed by precipitin method. 
#Group A, no type with any available sera. 


Table 4. 


diseases. In Table 3 are listed the renal diseases that are 
commonly reversible, in an approximate order of their 
reversibility after a single acute attack. It is readily 
apparent that acute glomerulonephritis is a disease 
about which doctors can do something, and it comes 
near to criminal negligence when these patients do not 
receive adequate medical work-ups, diagnosis, therapy 
and follow-ups. 


Epidemiology 


As mentioned before, Rammelkamp and his col- 
leagues gave us the first positive proof that acute 
glomerulonephritis can be the result of an antecedent 
infection by a nephritogenic streptococcus. The hu- 
man nasopharynx is the temporary and _ variable 
residence of many pathogenic bacteria, but it has been 
repeatedly demonstrated that only beta-hemolytic 
streptococci (usually group A and rarely groups B, C, 
D and G), Corynebacterium diphtheriae, and possibly 
staphylococci are definitely capable of causing symp- 
toms and signs of clinically apparent upper respiratory 
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infections. A few observers believe that pneumwcocci, 
Hemophilus influenzae, and perhaps certain strains of 
the Neisseria group are also capable of producing a 
nasopharyngitis, usually as an antecedent to a lower 
respiratory tract infection or meningitis. In any event, 
infections with group A streptococci are still the most 
common upper respiratory bacterial diseases. 

To date there have been identified more than 4( 
specific types of group A beta-hemolytic streptococci, 
based on the Lancefield serologic method of the pre. 
cipitin test for the type-specific M protein. It is be- 
lieved by some that the M antigen actively interferes 
with phagocytosis, a normal host immune mechanism, 
and hence may be a primary determinant of the viru- 
lence of any given group A streptococcus. Following 
streptococcal infection the antibody elaborated in the 
host’s serum is type-specific against the M protein of 
only the infecting strain; and there appears to be little 
if any cross-immunity among the virulent group A 
streptococci. Unfortunately these tests are tedious, 
expensive and difficult to perform, and have not there- 
fore gained wide popularity in practice. Because the 
antibody produced is protective against only the one 
strain, recurrent streptococcal infections can certainly 
occur with any type, nephritogenic or otherwise. Fur- 
thermore, Rammelkamp’s team clearly proved that 
early treatment of a streptococcal infection with peni- 
cillin or other antibiotics might sufficiently eradicate 
the M antigen and markedly reduce the antibody re- 
sponse, thus potentially leaving the host again sus- 
ceptible to infection by the same strain, which might 
be nephritogenic under ideal conditions for the bac- 
terium. This, of course, creates a dilemma in the 
physician’s mind: to treat or not to treat. A thorough 
discussion of therapy will follow, but it is the con- 
sensus that one must treat anyhow, on the grounds 
that the risk of re-exposure to that same type strep- 
tococcus is less than the risk of having the serious 
sequel of acute glomerulonephritis. 

In actual practice, most laboratories and hospitals 
use the antistreptolysin O test for measurement 0 
streptococcal antibody. The reagents are readily avail, 
able commercially, and the test is easily performed ata 
low cost. It must be remembered, however, that this 1s 
not a measure of type-specific antibody and an elevated 
titer does not necessarily reflect immunity to a ne- 
phritogenic strain. Furthermore, it is a common but 
unwise habit of some physicians to depend upon one 
such serologic determination. Far more valuable 
would be the association of a changing titer in associa- 
tion with some history or findings that suggested a 
streptococcal illness. If caught early, the ASO titer 
should rise at least several dilutions, and if later, a de- 
clining titer might be equally suggestive in the absence 
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ofa positive culture for a beta-hemolytic streptococcus. 
Since this nonspecific antibody, common to all 
strains, may persist for months to two years or more, 
occasionally the physician gets no help at all from even 
repeated determinations. In that case, he may want to 
send serum samples to the local state health depart- 
ment, which will then gladly in turn forward them to 
the streptococcal unit of the Communicable Disease 
Center in Chamblee, Ga. This service is all too rarely 
used by the practicing physician, for whom it was 
really intended in the first place. 


Streptococcal Infections and Complications 


Various reports on the incidence of streptococcal 
infections range from 2.5 per cent up to 10 per cent of 
all respiratory illnesses in the Family Study in Cleve- 
land. In major epidemics the incidence may rise to 40 
per cent or more of any given population. The occur- 
rence is definitely higher in certain families, and “host 
responses” have been more or less casually studied. 
Thus far no definitive investigations have been made 
utilizing the all-important ecologic approach, with an 
attempt to associate an increased or decreased suscep- 
tibility to infection with life histories, illness patterns, 
complete examinations and correlation with compre- 
hensive laboratory data. Many statistics exist on the 
expected number of infections per hundred persons 
exposed, and also upon the number and range of 
antibody responses. But little or no light has been 
shed on the problem of why one person may be more 
prone either to the initial streptococcal infection or to 
any of its sequelae. 

However, acute glomerulonephritis may be termed 
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an uncommon complication of streptococcal respira- 
tory disease except in those epidemics due to the 
nephritogenic strains. Rammelkamp reported 1,000 
instances of streptococcosis without nephritis. McMil- 
lan reviewed 7,800 patients with scarlet fever caused by 
group A, types 3, 17 and 19, and only two of this vast 
group developed nephritis. In marked contrast to the 
incidence of rheumatic fever following untreated 
streptococcal infections, usually about 3 to 4 per cent 
of patients, the attack rate for glomerulonephritis is 
widely variable. The hospital admission rates for 
nephritis bear no relationship whatsoever to the rates 
for rheumatic fever, even during major epidemics. A 
personal or familial history of allergy has to date never 
been correlated with the onset of acute glomerulone- 
phritis. Also in contrast to rheumatic fever and scarlet 
fever, which are infinitely more common in the north- 
ern than in the southern latitudes, acute glomerulo- 
nephritis is about equally common in all areas. 
Attack rates for glomerulonephritis are extremely 
difficult to estimate because of the variability of the 
situation in which the antecedent streptococcal in- 
fection may have occurred. In small, closely-knit 
populations with many opportunities for contact, the 
infection spreads more rapidly, with higher attack 
rates, e.g., in families, the military populations, 
schools, orphanages and the like. Acute glomerulo- 
nephritis has also been observed to occur as a noso- 
comial disease in hospitals when patients with strepto- 
coccosis were either unsuspected, untreated or not 
separated from other patients. In the only well- 
controlled study reported to date, group A, type 12 
streptococcal infections were followed by acute ne- 
phritis in 4.5 per cent who had early antibiotic therapy, 


COURSE OF ACUTE GLOMERULONEPHRITIS* 
Streptococcal Infection (100 cent) Producing Nephritis 
‘ (19 per cent) 


| (1 per cent) 


| (Rare) 


~ 
Healing Phase (80 per cent) 


Healed (58-85 per cent) 


“Broken lines indicate areas of unproven hypoth in poth 


Figure 1. 
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is of chronic glomerulonephritis. 
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Death (15-42 per cent) 


versus 11.1 per cent who had no therapy. One hypoth- 
esis holds that it is possible that hypersensitization or 
direct injury to the kidney such as may be responsible 
for acute glomerulonephritis occurs so rapidly early in 
the course of infection by a nephritogenic strepto- 
coccus that the subsequent eradication of the organism 
with penicillin cannot possibly prevent all the com- 
plications. Other responsible investigators do not 
share this viewpoint. 

The great variability in attack rates, the tendency to 
occur in epidemics, and the rapid spread among cer- 
tain population groups all suggested that there must 
be some predilection on the part of certain strains to 
produce acute glomerulonephritis, in about ten to 14 
days after the respiratory infection. And it was clearly 
proved by Rammelkamp’s work, who with his col- 


gy DIAGNOSIS OF ACUTE 
GLOMERULONEPHRITIS* 


Symptom, 

Physical Sign or __ Approx. 
be Laboratory Test Occurrence 
= Observed As a Per Cent 


Malaise 80 
ab Headache 60 
CVA Pain 50 
Fever 50 
Puffy Eyelids 40 
Hypertension 33 
= Edema 65 
Tachycardia 75 
Papilledema 10 
Albuminuria 100 
Hematuria 100 
85 

70 

65 

2 

45 

5 

40 

20 

70 


RBC Casts 
Hyaline Casts 
Oliguria 

Anuria 

BUN Elevated 
Uremia (Clinical) 
Anemia 
Leukocytosis 
ASO Elevated 


*These were the findings in 52 pa- 
tients with nonepidemic acute glome- 


Table 5. 
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leagues demonstrated that in the United States, group 
A, type 12 streptococcus is the most important 
nephritogenic strain. Moreover, they implicate:! types 
4, 25 and a few untypable strains as well. This work 
has been repeatedly confirmed all over the world, and 
type 12 remains as the main offender. In Table 4 are 
shown the incidence and association of various types 
of beta-hemolytic streptococci isolated from patients 
who had acute glomerulonephritis, rheumatic fever 
and scarlet fever. The data speak for themselves, for as 
shown earlier by others, the predominant offender was 
type 12, with other cases of nephritis occurring follow. 
ing infection by types 4, 19, 25 and four untypable 
strains. In marked contrast, the incidence of both 
rheumatic fever and scarlet fever have little, if any, 
relationship to any specific strains in this analysis of 


Bre AGE OF ONSET OF ACUTE 
GLOMERULONEPHRITIS* 
Age Per Cent 
Nearest Year Occurrence 
0-4 7.2 
4-8 39.9 
8-12 17.3 
12-16 14.8 
16-20 3.6 
20-24 4.7 
24-28 2.3 
28-32 2.1 
32-36 1.8 
36-40 1.7 
40-44 1.9 
44-48 0.9 
3 48-52 0.4 
52-56 0.0 
56-60 0.0 
60-64 0.7 
2 64-68 0.3 
68-72 0.1 
72-76 0.0 
= 76-80 0.0 
80-84 0.0 
84-88 0.2 
a 88-92 0.1 
& *Data based on analysis of 212 proven 
diagnoses of acute glomerulonephritis. 


Table 6. 
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512 cases of proven streptococcal infection. There can 
be no doubt that nephritogenic strains do indeed 
exist. One of the major goals for the future is to learn 
more about the properties of these few special strains 
and the factors influencing their virulence, and as 
stated earlier, also to learn about the effects of the 
host upon the organism and the ecologic relationship 
between the two. 

While, as has been implied, acute glomeruloneph- 
ritis is generally a sporadic disease, many important 
epidemics have been studied along with some focal 
outbreaks in certain circumscribed populations. The 
prime importance of these studies is to emphasize that 
untreated patients may harbor the nephritogenic 
streptococci for four months or longer in their lymph- 
oid tissues, tonsils, adenoids, sinuses or oropharynx; 
and furthermore, cultures of the nasopharynx do not 
always yield the streptococcus on single specimens. 
Only a few streptococci appear to be required to initi- 
ate the initial acute respiratory infection that might 
be antecedent to glomerulonephritis. 

Moreover, once a nephritogenic strain is introduced 
into a community or a family, it generally persists 
there for some time, and it is mandatory for the phy- 
sician to examine all individuals in close contact with 
the index case, to take throat cultures, perform uri- 
nalyses, treat anyone with abnormalities, and to give 
prophylaxis under certain conditions. In this con- 
nection it is well to remember that acute streptococcal 
infections may not be clinically evident and that many 
carriers abound in the general population. Hence, 
acute glomerulonephritis may occur without the pa- 
tient’s having experienced any prior illness or having 
been in contact with anyone known to have a respira- 
tory disease. When nephritis attack rates are rising 
steadily and sharply, then early, intensive epidemio- 
logic investigations are mandatory. During major 
epidemics of streptococcal infections in military per- 
sonnel, it has been repeatedly shown from careful 
culture surveys that the streptococcal carrier rate 
almost always exceeds the average normal of about 5 
per cent, sometimes reaching up to 50 to 60 per cent; 
and that as many as 20 per cent of the personnel with 
positive cultures for group A streptococci may be 
asymptomatic but demonstrate physical signs of acute 
infection. 

The seasonal incidence of the onset of acute glo- 
merulonephritis is listed in blocks in Figure 2. Of 
course, most of the- cases occur during the months 
between October and April, that time of the year 
when a// respiratory infections are most prevalent. 
If this had been further broken down, in an average 
year, February would usually show the highest num- 
ber of ceses, which corresponds well with the re- 
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FREQUENCY OF FINDINGS IN TWO RENAL DISEASES* 
Glomerulonephritist Pyelonephritist 
Acute Chronic Acute Chronic 
_ Observation (52) (89) (219) (472) 
Antecedent Respiratory 
Infection ++ 0 0 0 
Oral Temperature 
above 100° F. od 0 ++ . 
Chilliness or Chills 0 0 ++ * 
Molaine +++ + + 
CVA Pain + + ++ + 
Hypertension, Transient * * + + 
Hypertension, Persistent 0 + 
Albuminuria, Marked *** + ¢ bind 
Hematuria, Gross ++ 0 0 0 
Hematuria, 
* Pyuria, Gross 0 0 +++ 0 
. RBC Casts ++ + 9 + 
: Leukocytosis + + +++ 7 
* Frequency is roughly classified as follows: 
e 0=Almost never occurs or is coincidental to renal disease 
*=Occurs only occasionally; is mild or transient 
++=To be expected; more severe and persistent 
+++ = Practically always present, marked, persistent 
+Numbers represent the total cases observed in a large series of 
renal diseases. 


Table 7. 


ported incidence of streptococcal infections. Yet the 
most significant point in Figure 2 is not that there 
are more cases during the winter season, but that 
acute glomerulonephritis occurs all year long, and to 
a significant degree. Diagnostic suspicion and acumen 
must never relax, or physicians will fall short in their 
obligations to their patients. 


Clinical and Laboratory Diagnosis 


In a classical case, the diagnosis of acute glomeru- 
lonephritis can often be made from obtaining a careful 
history. One learns of a sore throat or other symptoms 
of an upper respiratory infection ten to 14 days before 
the onset of gross hematuria and constitutional symp- 


117 


| 


QUANTITATIVE EXCRETION BY KIDNEY OF VARIOUS 
CELLULAR ELEMENTS AND SERUM FRACTIONS 


Average Excretion : 
Rate/day No Renal Lesion Glomerulonephritis 
Red Blood Cells 130,000 20,000,000 
Epithelial Cells 

and Leukocytes 650,000 10,000,000 
Hyaline Casts 2,000 30,000 
Red Blood Cell Casts 250 80,000 
Proteinuria, Gm. 0.01 0.09 
Total Urine Volume, ml. 2,000 1,000 
Phenolsulfonphthalein, 

Per cent 2 hrs. 75-85 Per cent 50-75 Per cent 


Table 8. 


toms such as malaise, headache, aching pain in the 
costovertebral angles, and usually a low-grade fever. 
The precise diagnosis, of course, depends upon the 
examination of the urine, where one should find con- 
siderable protein and many fresh as well as old red 
blood cells. The red blood cell cast is almost pathog- 
nomonic. Hyaline and granular casts may be found 
on occasion early in the course, but only transiently. 
Leukocytes in the urine are usually scanty in propor- 
tion to the number of red blood cells. In Table 5 the 
prominent symptoms, physical signs and important 
laboratory findings in 52 patients with acute glomeru- 
lonephritis are recorded. Hypertension occurs in only 
about one-third of the patients, edema in nearly two- 
thirds, as does transient oliguria. The majority have 
an elevated antistreptolysin O titer, presumably indi- 
cating that the preceding streptococcal infection was 
a marked antigenic stimulus for producing antibody 
due to either a lack of/or inadequate antibiotic 
therapy. 

During the acute phase of glomerulonephritis, 45 
per cent of the patients experience nitrogen retention 
as measured by the blood urea nitrogen, while only 5 
per cent go on to develop clinical uremia, which at 
this stage is usually reversible with customary medical 
management. Correspondingly, 40 per cent have 
anemia at some time during the course of the illness. 
Studies by Kaye have suggested that this anemia cor- 
relates well with the degree of azotemia and the inci- 
dence of clinical uremia. He carefully studied the 
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anemia in light of the natural history of the «isease 
and believes it could not possibly be due io the 
hematuria. With studies on radioactive iron metabo- 
lism and erythrocyte survival times in these patients, 
he detected a marked disturbance in iron metabolism, 
possibly due to bone marrow dysfunction from nitro- 
gen retention. Transfusions are indicated only if the 
anemia is severe or the hematuria is excessive. 

Acute glomerulonephritis is largely a disease of 
young people. In Table 6 the age of onset of the illness 
in 212 patients is listed. Nearly 40 per cent of the 
cases occurred between ages 4 and 8, about half that 
many in the subsequent four years, and the incidence 
gradually tapered off thereafter. But it must be empha- 
sized that just as nephritis occurs in all months of the 
year, so too it occurs in all age groups. Even with pa- 
tients in the tenth decade, the physician must be sure 
not to overlook what we have already shown to be one 
of the most reversible renal diseases. It is true that in 
the older age groups the diagnosis is more difficult be- 
cause of the occurrence of so many other afflictions of 
the kidney; in fact, they may coexist. Before the age of 
16, however, the correct diagnosis should be made 
fairly easily, and it is this promising young group with 
a lifetime ahead of them who deserve the most attention. 
Certainly the doctor can feel triumphant when he has 
either prevented nephritis or nipped it in the bud 
with early and adequate therapy. 

A few of the clinical and laboratory findings in two 
of the most common renal diseases are tabulated in 
Table 7. The number of cases observed is indicated 
after each diagnosis, and the rough criteria for the 
frequencies are noted in the table, ranging from 0 to 
+++, or from never to the rare or coincidental 
finding, to the almost certain occurrence. The history 
of an antecedent respiratory infection is either co- 
incidental or does not occur in acute pyelonephritis. 
Fever is most pronounced in acute pyelonephritis, as 
are chilly sensations or rigors. Malaise and costo- 
vertebral angle pain are not especially helpful in the 
differential diagnosis. While transient hypertension 
may be found in all forms of nephritis, persistent hyper- 
tension is most common in chronic nephritis, perhaps 
more so in chronic pyelonephritis. Marked albu- 
minuria is a characteristic finding in acute glomerulo- 
nephritis but less striking in pyelonephritis, although 
it may occur. Gross hematuria occurs mainly during 
acute glomerulonephritis, while gross pyuria is 4 
characteristic of acute pyelonephritis. Red blood cell 
casts seldom are found except in acute glomerulo- 
nephritis. Nitrogen retention is usually not severe oF 
persistent in either form of acute nephritis, and clinical 
uremia, as noted above, is uncommon. Leukocytosis 
is most pronounced in acute pyelonephritis. 
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The quantitative excretions of certain cellular ele- 
ments and serum fractions by the kidney are sum- 
marized in Table 8. A comparison is made between the 
average excretion rates per day in a kidney with no 
lesion and one with acute glomerulonephritis. Striking 
differences are found in the excretion of all cellular 
elements and protein (albumin) ; for example, in acute 
glomerulonephritis the excretion rate of red blood cells 
is often magnified as much as 50,000 times normal. 
Conversely, the excretion of water is reduced about 
one-half and may be reduced even more in certain 
patients with severe glomerulonephritis. The excretion 
of the dye phenolsulfonphthalein is significantly re- 
duced in the presence of nephritis, but less markedly 
than water excretion. PSP excretion generally returns 
tonormal fairly rapidly with adequate medical manage- 
ment. 

The correlation of the quantitative excretion of 
protein in acute glomerulonephritis and the diastolic 
blood pressure may be seen in Table 9. Recall now that 
the customary average protein excretion in an other- 
wise healthy kidney is about 0.01 Gm. per 24 hours. 
When this amount is exceeded, the diastolic pressure 
gradually but progressively rises, with a clear relation- 
ship between the proteinuria and the level of the 
diastolic blood pressure. Also there is a positive cor- 
relation between proteinuria, the diastolic blood pres- 
sure and the incidence of papilledema. You will recall 
from an earlier table that papilledema occurred in 
about 10 per cent of the patients with acute glomerulo- 
nephritis; thus, while this correlation exists, it is not 
necessarily a grave prognostic sign. No one has ever 
shown a definite correlation between proteinuria, the 
diastolic blood pressure and clinical uremia, and the 
latter occurs in only 5 per cent of the patients. 

The possible courses of acute glomerulonephritis 
are schematically diagrammed in Figure 1, trying to 
put together as much of the information from various 
authors as possible. If one arbitrarily selected 100 
instances of nephritogenic streptococcal infections in 
untreated individuals, then perhaps some 20 per cent 
of these patients might go into a degenerative phase, 
and of these, 1.0 per cent into a latent phase. But 
this is apparently a two-way street, and some who 
proceed to the latent phase may then go on to the 
degenerative phase. Rarely some patients in the de- 
generative phase may exhibit the nephrotic syndrome, 
and it is important to know that these patients almost 
never proceed to the healing phase. It is variously 
reported that from 58 to 85 per cent of patients with 
acute glomerulonephritis are completely and perma- 
nently healed after the initial episode. Until adequate 
needle biopsy, follow-up studies or others have been 
performed on these individuals, and until some of the 
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questions of the etiology of chronic nephritis are 
answered, one is entitled to some doubts as to the 
completeness or permanency of the “cure.” It is easily 
understandable why we as yet have no better data 
than these. On the other side of the picture, we can see 
those patients who cross the River Styx, progressing 
through the various phases to death. Acute mortality 
is said to be rare, and since it is well known that a 


SEASONAL INCIDENCE 
OF GLOMERULONEPHRITIS 
(After Addis, Thomas: Glomerular Nephritis, Macmillan Co., 1948) 


40 
30 
20 74 
Figure 2. 
PROTEINURIA AND 
DIASTOLIC PRESSURE* 
Protein, Diastolic 
Gm./24 Hrs. Blood Pressuret 
0.18 112 
0.20 125 
136 
0.24 145 
0.27 154 
0.29 168 
0.26 177 
*After Addis, Thomas: Glomerular 
Nephritis, Macmillan Co., 1948. 
{Rising diastolic pressure is well cor- 
related with incidence of papilledema. 
Table 9. 


119 


| 
® 
| bet. /Dec. : 
| 


damaged kidney, be it from glomerulonephritis or 
any other cause, is more susceptible to invasion by 
microérganisms, then it is obvious that acute pyelo- 
nephritis may superimpose at any time. How, then, 
can one be certain that death is due to so-called chronic 
glomerulonephritis, particularly when the pathologists 
cannot often distinguish the two entities, if indeed 
they be entities? 


Pathogenesis 


Much controversy, investigation and inquiry have 
taken place in the sacred haunts of careful physicians 
and investigating researchers who have been trying to 
establish the exact mechanism of the onset of acute 
glomerulonephritis, and secondly, the possible rela- 
tionship of the acute episode to the syndrome called 
chronic glomerulonephritis. Ellis divided the chronic 
form into two groups, the larger of which had had 
no antecedent history of acute glomerulonephritis. 
One possible fallacy in his arguments is that in surveys 
during epidemics or focal outbreaks of acute glomerulo- 
nephritis, it has been found that as many as 15 to 20 
per cent of the cases may be subclinical, hence missed 
except where an active research team was working. 
Also it is well known that even in clinical syndromes 
the diagnosis of renal disease may be in error. But 
in fact, few have evidence to dispute his hypothesis, 
so it remains with us. Most of this report has dealt 
with what Ellis terms the type 1 acute glomerulo- 
nephritis, the type with a high recovery rate to either 
the “healed or cured” stage. 

The interest here is focused upon the acute type. 
It has already been intimated that the streptococcal 
M protein (the antigen) is so potent in its affinity 
for the kidney that when a person is infected by a 
nephritogenic strain of streptococcus, the renal damage 
begins early, with a pronounced antigen-antibody type 
reaction. One would then expect glomerulonephritis 
to occur more commonly in families with strong allergic 
backgrounds, but it does not. Apparently the incidence 
is higher in certain families due to some immunologic 
deficit, but it is fairly clear that it is the introduction 
of the challenging nephritogenic strain into the family 
circle that is important. Unlike rheumatic fever, where 
it is definitely proven that certain families have more 
streptococcal infections and an exaggerated incidence 
of rheumatic fever, this is not true of acute glomerulo- 
nephritis. To repeat once again, we frankly do not have 
nearly enough information to evaluate host factors and 
human ecology in the case of acute glomerulonephritis. 

There are, however, some interesting laboratory and 
experimental data that need to be reviewed. If a 
homogenate of rabbit kidney is injected into a duck, 
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and ten days later serum from the duck is injected |\::0 
a rabbit, then there will be seen changes in the rab!)it’s 
kidney similar to the lesions of acute glomerijio- 
nephritis in humans. This is facetiously referre: to 
in the medical literature as the “antirabbit kid:cy- 
duck theory.” The important difference, however, is 


that a nephrotic syndrome is more prominent clinically f 


in rabbits, compared to the only occasional occurrence 
in the course of human acute glomerulonephritis. 

Some studies published by Dixon, who used labeled 
antihuman globulin placed in the kidneys of patients 
dying of acute glomerulonephritis, appear quite im- 
portant and significant. Dixon employed Coons’ flu- 
orescent antibody technique and was able to demon- 
strate fluorescence exactly at the basement membrane 
of the capillaries, giving considerable credence to the 
notion that the antibody-containing fraction of serum, 
globulin, plays a predominant role in the pathogenesis 
of this disease, and also showing that the interreaction 
between antigen and antibody is precisely at the 
glomerular capillary site. Using labeled antihuman 
albumin instead, Dixon could only get a very faint, 
diffuse background fluorescence. It has been further 
shown that if glomerular elements are centrifuged, the 
highest globulin contents are in the basement mem- 
branes of the kidneys. 

With more delicate techniques such as electron 
microscopy, Rinehart and his associates noted marked 
glomerular changes not visible to ordinary light micros- 
copy. There was a proliferation of epithelial cells 
with “little feet” growing on the basement membrane, 
forming a diffuse line against the membrane, and the 
cytoplasm of these cells was markedly vacuolated. 
The membrane itself was rather thickened. It would 
seem unlikely that much protein could escape through 
such a thickened basement membrane; thus perhaps 
the marked proteinuria in acute glomerulonephritis 
may indicate the active transfer of protein into these 
proliferated epithelial cells and thence into the capsular 
space of Bowman. This was indeed an important ob- 
servation that shed much light on the pathogenesis 
and clinical picture of acute glomerulonephritis. Other 
workers have verified these observations. 

The exact pathogenesis of acute glomerulonephtritis 
remains unproven, but all the present experimental 
and clinical data suggest an early antigen-antibody 
reaction of the hypersensitivity type. To date there 1s 
no reason to believe that acute glomerulonephritis 
follows or is caused by anything but infection by @ 
nephritogenic strain of a beta-hemolytic strepto- 
coccus, most often group A, type 12. Neither laboratory 
research nor clinical studies have been able to invoke 
any other antigens, so it is likely that the disease 184 
tissue-specific one. 
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Control 


Since it is firmly believed by everyone that the ante- 
cedent group A streptococcal infection is the fore- 
runner of acute glomerulonephritis, then the control 
of the unnecessary disease must rest largely upon 
matters related to this bacterium. Alas! the strepto- 
coccal infection may not always be symptomatic, as 
noted earlier, and this makes the prevention and con- 
trol of nephritis most satisfactory only if the physician 
is alert, is aware of whether there are nephritogenic 
strains in the community and is in touch with the 
local health department about carrier status—and 
only if he makes an early diagnosis, treats all patients 
early and eradicates carriers. Prevention of this illntss 
can be achieved solely by the eradication of the neph- 
ritogenic streptococci from patients who are ill, their 
contacts and carriers. Laxity on the part of many 
physicians to perform certain laboratory tests, with 
the excuse that the patient cannot afford them, is to 
be condemned. Many health departments, volunteer 
agencies and free clinics will assist whéfe poverty is 
a limiting factor. It is necessary to obtain throat cul- 
tures not only on those with symptoms and signs of a 
respiratory infection, but from all-who were in contac 
with them. In every instance of streptococcal infec- 
tion, urinalyses must be done initially and followed { 
for at least three weeks to be certain that the patient 
did not develop nephritis. Less follow-up than this is 
being neglectful, and it takes only a moment to test a 
urine for protein and to look at the sediment under a 
microscope. The failure to follow these broadly-out- 
lined principles will endanger the health of many, since 
once a nephritogenic strain is introduced into any 
given environment, it will survive there until it is 
eradicated by antibiotic therapy. If the problem is 
more than sporadic, then it is the urgent duty of the 
physician to contact the health authorities so that 
rapid epidemiologic investigations may be made to 
determine if there is a source of continuing infection 
and to assist in finding carriers. They will, of course, 
assist in getting cultural and serologic proof of the 
nephritogenic strain, which is often done very rapidly. 


Antibiotic Therapy 


What is appropriate antibiotic therapy for ill pa- 
tients and carriers, since the two are managed identi- 
cally? Here there is a mild and friendly divergence of 
opinions among many prominent physicians.in the 
feld. Certainly the most influential voice comes from 
the Council on the Prevention of Rheumatic Fever of 
the American Heart Association, which firmly states 
that the therapy of choice for the streptococcal infec- 
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OF STREPTOCOCCAL INFECTIONS 
POSSIBLE EFFECTIVE REGIMENS 


1. Benzathine penicillin G (Bicillin), 1,200,000 units I.M. once, 
with or without initial dose of aqueous procaine penicillin G, 
600,000 units I.M. 


2. Aqueous procaine penicillin G, 600,000 units J.M. daily for 
ten days. : 


3. Penicillin V, oral tablets, 250 mg. four times daily for ten 
days. 


4. Penicillin G, aluminum monostearate in oil, 900,000 units 
I.M. initially and repeat twice at three-day intervals. 


5. Erythromycin, oral tablets, 250 mg. four times daily for ten 
days. 


6. Do not use sulfonamides or broad-spectrum antibiotics to 
eradicate streptococci. 


7. Treat a carrier the same as a clinically ill patient. 


8. For prophylaxis during an epidemic, the single I.M. injec- 
tion of benzathine penicillin G is best. Otherwise use penicillin 
V, 250 mg. b.i.d. for seven to ten days. In subjects sensitive to 
penicillin, use erythromycin, 250 mg. b.i.d. for seven to ten 


days. 


Table 10. 


tion is a single injection of 1,200,000 units of benza- 
thine penicillin G intramuscularly. This will produce 
low blood levels for probably four to six weeks, and 
it is thought sufficient to treat the acute infection as 
well as to eradicate the organism and prevent the late 
complications. It does have the additional advantage 
of not requiring the patient to return to the office for 
further injections; it does insure some penicillin blood 
levels for the minimum seven- to ten-day period for 
eradication of the streptococcus; and it is in the long 
run less expensive to the patient than some of the other 
regimens. It is quite likely to be highly irritating, and 
many a physician has found mothers of young children 
irate because of the great discomfort that occasionally 
occurs and may persist for several days. 

Some physicians in friendly disagreement with the 
august council’s report believe that one does not uni- 
formly get rapid enough eradication of the strepto- 
coccus. Since the possibility has been discussed that 
the renal tissue might be sensitized very early in the 
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course of a streptococcal infection, leading to acute 
glomerulonephritis, then it would seem logical that 
initial therapy producing higher penicillin blood levels 
ought to be given for at least three days, then followed 
by the injection of benzathine penicillin G. 

Table 10 outlines several possible effective regimens 
for the treatment or the prophylaxis of beta-hemolytic 
streptococcal infections. There is absolutely no dif- 
ference between the antibiotic management of the 
clinically ill and the carrier. The first has already been 
mentioned. The second choice of the council would 
be aqueous procaine penicillin G, 600,000 units intra- 
muscularly daily for ten days. As a third choice, 
penicillin V, oral tablets, 250 mg. four times daily for 
ten days. Next would be penicillin G, aluminum mono- 
stearate in oil, 900,000 units intramuscularly initially 
and repeated twice at three-day intervals. In patients 
who are sensitive to penicillin, then erythromycin, 
oral tablets, 250 mg. four times daily for ten days, 
would be equally as effective as any of the above-named 
regimens. The physician should never forget that 
the broad-spectrum chemotherapeutics do not eradi- 
cate streptococci. 

The question of continuous or intermittent anti- 
biotic prophylaxis after an initial attack of acute 
glomerulonephritis constantly is being brought up, and 
here again there is a great deal of unnecessary confu- 
sion. Because of the terrific volume of medical literature 
on the urgency for lifetime antibiotic prophylaxis for 
anyone who has ever had rheumatic fever, then a care- 
ful doctor might wonder indeed about those who had 
nephritis. But remember that only a very few strains 
produce nephritis, and if we are to believe that there 
is any truth in the hypotheses that this is an antigen- 
antibody type disease, then it must follow that these 
individuals already have type-specific immunity to 
that infecting strain, and it is thought that this im- 
munity may be for life. 

Recurrences of acute glomerulonephritis are quite 
rare, and the risk of being exposed to another of 
the nephritogenic strains is so small that the cosi 
of lifetime antibiotic prophylaxis, not to mention 
the fact that antibiotics are not without dangers them- 


selves, makes it wiser for the physician to avoid using 
them. 

The problem of antibiotic prophylaxis is entirely 
different during an epidemic of streptococcal infec- 
tions or a focal outbreak in a circumscribed environ- 
ment. Even before it is known whether the strain inost 
responsible for the epidemic is nephritogenic or not, 
steps must be taken to abort the epidemic, whether it 
be a military base, school, orphanage, neighborhood, 
an old folks’ home or the like. Should the streptococ- 
cus be one of the few nephritogenic varieties, the attack 
rate for acute glomerulonephritis can become alarm- 
ing. Under any of these circumstances, antibiotic 
prophylaxis must be given as soon as possible and to 
all members of the environment, including the medi- 
cal personnel who visit the area to assist in care. More 
than once, after a large group of individuals were prop- 
erly attended, it was found that the attendant, the 
nurse, the orderly and even the doctor had acquired 
the infecting strain and was important in perpetuating 
the problem. The best method of antibiotic prophy- 
laxis is to assemble all healthy people at risk and give 
them 1,200,000 units of benzathine penicillin G intra- 
muscularly. It is left to your selection which of the 
above treatment programs you might employ for the 
symptomatically ill. This procedure has been carried 
out many times, in many places, and under widely 
variable circumstances, and it has practically always 
aborted the epidemic, lowered the expected attack 
rate, and sharply reduced the incidence of the various 
late sequelae and complications of streptococcosis. 
Care must be taken to remain alert to the fact that 
some carriers may be missed or that everyone did not 
have proper eradication of the streptococci with a 
single injection. If cases continue to occur beyond a 
reasonable time, it may be necessary to repeat the in- 
jections or to alter the form of antibiotic prophylaxis. 
By all means, always enlist the help of some laboratory 
or health department to assist in epidemiologic in- 
vestigations. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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PaRTIAL anomalous pulmonary venous drainage refers 
to the entrance of part of the blood from the pulmonary 
venous circulation into the right atrium, superior vena 
cava, inferior vena cava or one of their major tribu- 
taries. The sites of insertion of the pulmonary veins in 
order of frequency are superior vena cava, right 
atrium, left innominate vein, coronary sinus, azygos 
vein, inferior vena cava and left subclavian vein. Rarely, 
the anomalous pulmonary veins may enter the portal 
vein or ductus venosus. 

Anomalous pulmonary veins are present twice as 
frequently on the right. Usually the abnormal veins 
from the right lung empty into the superior vena cava, 
right atrium or inferior vena cava, while those from the 
left side drain into the left innominate vein, coronary 
sinus or persistent left superior vena cava. At times 
there is an associated patent foramen ovale, interatrial 
septal defect or other congenital cardiac lesion. 

Physiologically, partial anomalous pulmonary ve- 
nous drainage represents a left-to-right shunt, for oxy- 
genated pulmonary venous blood returns to the right 
side of the heart and recirculates unnecessarily through 
the lungs. This results in diastolic overloading of the 
right ventricle and increased pulmonary blood flow. 
However, in the absence of an associated lesion causing 
a left-to-right shunt or alteration in the pulmonary 
vessels, pulmonary hypertension does not occur, or it 
1s of mild degree. Usually, partial anomalous pul- 
monary drainage involves no more than one lung so 
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X-ray of the chest of a 55-year-old asymptomatic female. There is a 
characteristic crescentic channel coursing toward the right cardto- 
phrenic angle representing an anomalous pulmonary vein entering 
the inferior vena cava. 


Partial Anomalous 
Pulmonary Venous Drainage 


SOL KATZ, M.D. 
Associate Editor, GP 


that the left-to-right shunt does not exceed 50 per cent 
of the total pulmonary blood flow. In thése instances 
the patient is without symptoms, and the abnormality 
is discovered by x-ray examination. In the presence of 
associated complications such as interatrial septal de- 
fect, pulmonic stenosis or mitral stenosis, the patient 
with abnormal pulmonary venous drainage may be 
quite symptomatic. 

Cardiac catheterization and angiocardiography may 
be required for absolute evaluation. However, the plain 
chest roentgenogram may strongly suggest the diag- 
nosis. The left anomalous pulmonary veins may drain 
into a wide vertical channel at the left hilum and left 
superior mediastinum to terminate in the left innom- 
inate vein. 

Because of the large flow into the superior vena 
cava, this vessel dilates, resulting in a broadened right 
superior mediastinal shadow. These two dilated me- 
diastinal structures form the upper part of a “‘figure- 
of-eight” or dumbbell with the lower half of the 
“figure-of-eight’” composed of the enlarged right 
atrium and the left ventricle. The superior mediastinal 
widening in this abnormality may be confused with 
mediastinal tumors. 

In anomalous drainage of the right pulmonary vein 
into the inferior vena cava, the aberrant vessel appears 
as a broad crescentic paracardiac vessel descending 
toward the right cardiophrenic angle. The right atrium 
may be prominent because of the increased blood flow. 
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Field of Action of Each Individual Muscle - 
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Management of Strabismus 


EDWARD A. DUNLAP, M.D. 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the second of twelve 

from Cornell University. 


Practical Therapeutics 


Department of Surgery (Ophthalmology), Cornell Medical School 


New York, New York 


THE GENERAL PRACTITIONER is frequently the first medi- 
al person consulted for information, advice and aid 
by the anxious and concerned parents of a child with 
a strabismus. Similarly, he usually will be the first 
person to see the adult who for one reason or another 
has had a recent acute onset of double vision due to 
amuscle imbalance. He therefore needs knowledge 
whereby he can give reliable information, and there- 
ier sensibly and constructively direct initial ther- 
apy. 
Farly aid is of utmost importance, particularly in 
ases of strabismus in children, where procrastination 
tither because of wishful thinking or because of igno- 
rance can quickly lead to much harm and even to 
imeversible loss of vision or muscle function. 
Ophthalmologists have for many years been trying to 
spread the doctrine of early examination and treatment 
of childhood or infantile strabismus. Much progress 
las been made, but more education of the general 
practitioner and the pediatrician remains to be done. 
tis discouraging to see the persistence of a fairly 


widespread belief that childhood strabismus need not 


be looked into until the patient is 3 or 4 years of age, 
seven older. It is even more discouraging to know 
that many patients are not treated early because it is 
believed they will outgrow their defect. Parents are 
oten blandly dismissed with the statements that the 
child will “perhaps outgrow the turn,” and “come 
tick in one or two years.” No parent should ever be 
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told his child will probably outgrow the imbalance and 
that he should wait. The general practitioner must 
know and advocate that early examination and treat- 
ment are of utmost importance. “Early” means when- 
ever the turn is first noticed. 


Strabismus in Children 


It is here that the general practitioner can be of 
inestimable value to the child and parents. He is 
usually in the best position to initiate and to guide 
care. His proper counsel and instruction can often 
result in successful treatment of the problem with its 
resolution before permanent visual damage may result 
and before permanent psychologic trauma may occur. 


ETIOLOGY 


The etiology of childhood strabismus is varied but 
is usually based on: 

1. Neurologic defects of various forms affecting the 
neuromuscular system controlling eye movements. 
These may take the forms of convergence and diver- 
gence defects, gaze disturbances, nerve underactions 
and paralyses. 

2. Anatomic defects consisting of abnormal muscle 
attachments or adhesions, faulty muscle composition 
wherein the muscle may be partly or wholly replaced 
by fibrous tissue, and too large or too flimsy muscles 
or even absent muscles. Approximately 50 per cent 
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of all muscle imbalances are hereditary, and in chil- 
dren the percentage is higher. It has been stated that 
one out of four people carry the gene for strabismus. 

3. Birth injury, either to the orbital contents, or 
more frequently by brain damage to the III, IV or VIE ™ 


nuclei from small hemorrhages. It is a well-established’ ™ 
fact that even in normal deliveries there are many the 
petechial hemorrhages throughout the brain tissue. wo 
4. Refractive errors. Here, either large amounts of om 
myopia or hyperopia may lead to imbalances. Also,™ “™ 
unequal refractive errors wherein one eye may have clo 
essentially no error and the other eye a high error an 
can lead to nonuse of the involved eye, and may be age 
accompanied by a muscle imbalance. sg 
5. Prematurity. There is a higher incidence o full 
strabismus in prematures, most likely owing to forcedfy 
use of the eyes before the macular areas are developed ' 
sufficiently to promote proper eye use. The maculaey ° 
in a full-term infant are not completely developed fo (de 
three or four months after birth. are 
6. Gross anatomic defects involving the eye (cat-y ™ 
aract, central chorioretinitis, corneal scarring or any) '"® 
other defect interfering with good vision), or theff . I 
orbital anatomy (telorism, skull asymmetry, etc.). = 
7. Childhood infectious diseases or injuries. These ti 
may create an imbalance or may serve to “trigger” an and 
underlying tendency that hitherto had been either alr 
dormant or kept under control. ps 
With such a wide range of etiologies, it is obvious ' 
that an imbalance may be present at birth or may Ps 
appear any time afterward. In general, the earlier the “P 
imbalance shows, the more likely it is to be due to anf“ 
anatomic or structural cause, whereas the later it S 
appears, the more likely it is to be due to a refractive . 
error or to a neurologic fault. It has been said that 90 
per cent of imbalances appearing by the end of the ibs 
first two years are attributable to an anatomic defect. i 
Many of these are apparent the day the infants are ie 


born and do not alter significantly in their status from 
then onward. Such a constantly present defect de- 

mands immediate care, and is not to be confused wit def 
the normal incoordination of eye movements present 


and allowable without concern during the first four = 
to six months of life. However, by the end of four to je 
six months, the normal infant has aligned his visual i , 
axes, and incoordination has disappeared. So, any pe 
misalignment occurring after 6 months should be tr 
immediately investigated by an ophthalmologist, a pe 


well as any constantly present imbalance before the I 
age of 6 months. 


Figure 1 (four illustrations at left). Direct motility examination. mer 
This will reveal large paralytic imbalances. Small ones or O"-# 4, 
trolled ones are revealed by the cover test (FiGURE 6). 
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Earty DIAGNOSIS 


At times, even though the general practitioner may 
employ tests to be discussed later, a muscle imbalance 
may not be elicited even though the parents state 
they have noted one. In these cases it is always safer 
to believe their statement, even if the oculist’s exami- 
nation later proves it to be incorrect. A frequent give- 
away sign is the parents’ statement that the child 
closes one eye when outdoors in bright light—this is 
almost pathognomonic of a deviation that is usually 
controlled except at these times. Another likely indi- 
cation of an imbalance is a head turn or tilt, either 
full-time or perhaps primarily associated with close 
work. 

While it is quite true that the oculist may choose 
to do nothing at the time of the first examination 
(depending on what the findings and indications 
are), at least there is a basis for comparison in future 
examinations. Also, the parents are reassured, know- 
ing that care is already initiated. 

If there are signs that only one eye is being used, 
immediate treatment can be started. The purpose of 
this treatment is to try and force the use of each eye, 
and it is vital in the prevention (or treatment if it is 
already existent) of suppression amblyopia. This mat- 
ter will be discussed in detail later. If there is an 
obvious, severe motility defect present from birth on, 
and a specific cause can be assigned, it is possible, 
depending on the type of defect, that surgical inter- 
vention at the age of a year is not only justifiable but 
advisable. In rare instances, even earlier surgery may 
be in order. 

If early referral to a qualified ophthalmologist is not 
possible, and the general practitioner is called upon 
to treat strabismus in infancy or early childhood, he 
should direct his efforts toward trying to secure or 
preserve good visual acuity in each eye. Fundus 
examination should be done (under general anesthesia 
ifnecessary) to make sure that there is no intraocular 
defect that would cause poor vision or prevent good 
vision. Cataract, gross refractive error (this can be 
estimated by the lens in the ophthalmoscope necessary 
to visualize the fundus), nerve head defect, macular 
lesion and retinal disease should be ruled out. It is 
most embarrassing to treat a poorly seeing eye for 
some time only to find that a cause other than the 
muscle imbalance accounts for the vision defect. 

If the turn is seen to alternate, then it can be safely 
assumed that good acuity exists in each eye. But if 
the turn is constant and only in one eye, then treat- 
ment to prevent amblyopia or to overcome it if already 
existent is imperative. In extremely young children 
where the use of charts is impossible, a clue regarding 
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acuity is often given by the resistance or acceptance 
of covering one eye. In other words, if the child 
appears to resist the covering of one eye but not the 
other, and if this behavior is consistent, it is quite 
likely that he has an amblyopia in the eye that he is 
willing to have covered. Of course, in older children, 
the estimation of acuity by the use of picture, number 
or E charts is simple. 

The simplest way of forcing the use of a turned eye 
is by patching the sound eye, either full- or part-time. 
It is much preferable to patch full-time. If this is 
not feasible, then 4% or 1 per cent atropine solution 
is used in the sound eye. This temporarily paralyzes 
the ciliary muscle and accommodating power and 
produces blurred vision at near range, if not both far 
and near. The infant then theoretically uses the poor 
eye, which is theoretically less blurred. The trouble 
with this theorizing is that often the sound eye still 
has better acuity, even though blurred, than the other. 
Thus the use of atropine does not begin to approach 
occlusion as a certain means of aid. 

Occasionally, reversal of fixation will occur as a 
result of patching, especially in the very young, and 
the formerly turned eye will straighten and the for- 
merly good eye will be turned. This is of no real 
danger, and reversal of patching will usually handle 
this. The basic goal in this situation is the creation 
of alternate use of the eyes, for this maneuver promotes 
good acuity in each eye, and this is as far as the 
general practitioner can be expected to go. An 
ophthalmologist must take over from then on if he 
cannot be obtained earlier. 


CoursEs 


The patient developing a squint will follow one of 
three courses as far as seeing is concerned: 

1. He may use one eye full-time and present a 
monocular squint. 

2. He may spontaneously learn to alternate, se that 
the turn shows at times in one eye and at times in the 
other. 

3. He may be able to use both eyes together part- 
time and only show his strabismus when his control 


breaks. 


Monocular Strabismus 


The monocular subject will constantly suppress the 
image seen by the turned eye so as to avoid the con- 
fusion of diplopia. This constant suppression over a 
period of time leads to a decrease in the central visual 
acuity (the peripheral field remains uninvolved) that 
has been referred to as amblyopia ex anopsia, literally 
“decreased vision from disuse.”” We now know that 
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Figure 2. Traumatic right VI paralysis, illustrating the incomitance 
of a paralytic strabismus. Upper: direct forward gaze. Middle: left 
lateral gaze. Lower: right lateral gaze. 


Figure 3. Unilateral (right) superior rectus underaction, with 
secondary overaction of the left inferior oblique. 


it is not a disuse but actually an active cortica! sup- 
pression that results in the lessened acuity, and it is 
more properly referred to as suppression am/lyopia 
to distinguish it from amblyopia from other causes, 
The use of the term amblyopia in this paper will 
refer only to suppression amblyopia. 

The mechanism of the development of this sup- 
pressing ability in an infant at an age when little 
voluntary ability exists in any other field is not under- 
stood and constitutes a fascinating problem. The 
earlier the patient is called on to exert or develop 
suppression and the longer it exists, the “deeper” it 
becomes and the more difficult it is to overcome. This 
again points up the extreme importance of early 
examination and treatment, for it is a well-established 
fact that by the age of 6 years, amblyopia is usually 
irreversible with all ordinary treatment, and the indi- 
vidual is forced to go through life with good acuity in 
only one eye. 

The earlier treatment is started, the better is the 
prognosis for restoration of vision and the elimination 
of the central suppression scotoma. Cases with 
amblyopia developing after age 1 or 2 and treated 
between ages 2 and 3 usually offer a good prognosis. 
Cases with deep suppression firmly established by 
age 1 offer a poor or hopeless prognosis, as do cases 
where treatment is not instituted until age 6, even 
though the amblyopia may have developed after age 1. 


TREATMENT OF AMBLYOPIA 
It is generally believed by ophthalmologists that the 


best treatment for amblyopia is constant occlusion of 
the good eye, 24 hours a day, seven days a week. Part- 
time occlusion is of much less value and often is 
worthless. Patching is best done by an eye pad and 
adhesive tape applied over the entire pad. The parents 
can make their own pad, or use a satisfactory com- 
mercially available patch called Elastoplast. The usual 
plastic eye patch, either on a string or as a clip-on to 
fit over a glass, is usually worthless because the child 
can peek around it. 

The general practitioner can give invaluable aid 
here in supporting the specialist by stressing the im- 
portance to the parents of careful and strict full-time 
supervision of the patch to prevent peeking. The child 
must not be allowed to control the situation by tan- 
trums, cheating or some other maneuver, and so force 
the parents to remove the patch even part-time. In in- 
frequent instances, a patient may become so dis- 
traught that some form of sedation is necessary, but 
this is rare. 

The duration of patching may vary from two weeks 
to four months and is determined by the vision m- 
provement. In general, patching is continued as long 
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4s improvement is occurring. However, if no improve- 
ment has occurred after four months of patching that 
has been thorough, it is usually discontinued and hope 
of aid abandoned. When improvement does occur, it 
is usual for near acuity to improve faster than distance 
acuity, and often a child may have J-1 for near but only 
90/70 at far, with no refractive error. 

A recently introduced and still experimental form of 
amblyopia therapy is known as pleoptics. This is a 
somewhat complicated procedure involving the tem- 
porary “blocking” of the perceiving area around the 
suppression scotoma area, followed by stimulation of 
the macular area in an effort to discourage the sup- 
pression. This form of treatment requires application 
at least once daily and preferably more often, and it is 
usually continued for many weeks. The home and 
economic situation of the average American is not well 
geared to its use, it is not available everywhere, and it 
isa procedure to be done only by an orthoptist or the 
oculist. In view of its cumbersomeness, its feasibility 
is open to question, though it does offer the only hope 
we have had to date in the therapy of the severe am- 
blyopias where the central suppression zone is so deep 
that eccentric fixation occurs. This form of therapy 
need not be considered in a mild amblyopia. 

If the poorer seeing eye has an accompanying re- 
fractive error, it should be corrected and glasses worn 
at the same time as the patch. During the period of 
patching, “‘exercises” may be given by an orthoptic 
technician in an attempt to hasten acuity develop- 
ment, or the child may be left alone to improve on his 
own, or supplementary close work projects such as 
tracing, drawing or coloring may be employed. If suc- 
cess results and acuity is restored to that approaching 
2 equal to that in the other eye, the course may then 

1. Alternation of eye fixation. 

2. Return to monocular use and the vision regresses 
to its former level. Part-time patching or periods of 
full-time patching may be required to keep the acuity 
built up. Once acuity is restored, even if it relapses, it 
is more easily restored than in the original period of 
treatment. 

3. Rarely, with equal acuity, the imbalance is con- 
trolled or may even disappear completely. 

Thus it is obvious that the elimination of the am- 
blyopia is only a step in the treatment of the imbalance 
and not the cure. If alternation is established, the turn 
persists but it is more amenable to surgical correction 
now, and the prognosis is much better. Here, aware- 
ness of the image perceived by each eye is usually 
established, and with this ability to appreciate diplopia, 
the foundation for possible fusion following surgical 
correction or some other form of treatment is laid. 
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Parents are usually told in advance that restoration of 
acuity is usually to be followed by surgery, for without 
it or some other treatment to align the visual axes, the 
newly awakened awareness of diplopia will stimulate 
suppression, vision will decrease promptly to its for- 
mer level, and the treatment will have gone for naught. 


Alternation and Part-time Strabismus 


In the second type of behavior pattern, that of alter- 
nation, the patient uses each eye alternately from the 
onset of the imbalance. There may be normal acuity or 
better in each eye. It is not always ascertainable what 
causes one case to fix monocularly and another to 
alternate. Here, of course, amblyopia does not develop, 
so there is no concern as to loss of acuity. However, 
the suppression scotoma exists, so that even with exact 
alignment of the visual axes by surgery or otherwise, 
alternate suppression may well continue and no fusion 
can develop as no diplopia is appreciated. In the ther- 
apy of this suppression, the role of orthoptics is valu- 
able in creating awareness of double vision in an effort 
to make fusion potential. However, it is not always 
successful by any means. 

In the third type, that of part-time control, ob- 
viously acuity is good in each eye. When the turn is 
not controlled, the image of the turned eye is usually 
suppressed, or if present, is disregarded. 

Having pointed out the fact that a turn may clinic- 
ally be either monocular or alternating, it is now in 
order to differentiate two other types of imbalances on 
the basis of the findings on examination. They are 
known as paralytic and nonparalytic defects. One 
might wish for a more descriptive terminology. 


Paralytic Strabismus 


A paralytic imbalance is characterized by being pres- 
ent only in certain directions of gaze. Thus it is not 
always present. The deviation from normal exists only 
in the field or fields of the individually involved muscle 
or muscles, so that the imbalance is not seen in all 
directions of gaze. 

This group comprises most of the congenital and 
anatomic abnormalities, most vertical muscle imbal- 
ances, and defects due to individual nuclear or infra- 
nuclear damage, from trauma, infectious diseases and 
the like. This type of turn is tested for and recognized 
by examining the eye movements in the fields of gaze, 
namely directly to the right and left and in each upper 
and lower lateral field or direction (Figure 1). 

As the eyes follow a small fixation target such as a 
pencil point, a white-headed tailor’s pin or the oph- 
thalmoscope light, the involved eye will usually show 
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Figure 4. Vertical imbalance (left hypertropia) caused by under- 
action of the left eye depressors (inferior rectus and superior 
oblique). 


Figure 5. Nonparalytic strabismus, illustrating the presence of the 
same amount of turn in each direction of gaze (comitance). Compare 
with Figure 1, illustrating paralytic strabismus and its incomitance. 
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a limitation of excursion in the field of action of the 
specifically involved muscle. For example, if the right 
eye cannot abduct on following the target to the right 
side, but if it can adduct and as it moves with tlie left 
eye, the left eye has a full range of movement, then 
obviously the right lateral rectus is involved (Figure 2). 
Two vertical imbalances are illustrated (Figures 3 and 
4). 
To be able to interpret this type of turn and make 
the diagnosis as to the specific muscle involved, the 
so-called field of action of each individual muscle must 
be known. This is best shown by a diagram (see fron- 
tispiece page 124.) At times, imbalances may be so 
small as to escape detection on simple motility ex- 
amination. The screen cover test, to be discussed 
later, serves perfectly to detect these small defects. 

This type of turn constitutes about 25 per cent of 
the turns seen in children. Treatment depends on 
the individual etiology. In a congenital anatomic case, 
early surgical exploration is usually strongly indicated, 
and the prognosis is fair. Use of glasses, exercises, 
and prisms offers little if any aid here, since the defect 
is manifested only in certain areas of gaze. If on an 
infectious disease basis, therapy is obviously directed 
at the etiology; the prognosis here is usually good. 


Nonparalytic Strabismus 


The nonparalytic type of turn makes up the larger 
percentage of imbalances seen in children. It may be an 
esotropia (inward turn that is obvious on examination) 
or an esophoria (an inward turn that is controlled by 
the patient and brought out only by specific testing), 
or an exotropia or exophoria (outward turn, not con- 
trolled or controlled, respectively). This type of turn is 
characterized by being equally present in all directions 
of gaze and not appearing just in one direction (Figure 
5). 

The etiology is felt to be an imbalance between the 
convergence and divergence mechanisms, so that if 
there is too much convergence power or not enough 
divergence power, an inward turn (esotropia) will show, 
whereas if the convergence power is poor or the diver- 
gence power excessive, an outward turn (exotropia) 
will show. 

This type of turn is usually tested for by the screen 
cover. test, a fast, reliable, easily done test applicable 
with accuracy to children as young as 1 year of age. 
While a manifest turn is obvious and demands no 
specific testing, many of these turns are controlled and 
cannot be elicited on a basis of simple excursion— 
watching as the patient looks into the respective fields 
of gaze. The test is performed in the following manner: 

A fixation object is located at about 20 feet and the 
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patient told to watch it. This object should be small, 
such as an ophthalmoscope light, or of that approxi- 
mate size and visibility. Then a small card or a wooden 
or plastic paddle is held in front of one eye, forcing the 
patient to fix with the other eye and allowing the 
covered eye to turn in, out, up or down as the indi- 
vidual defect dictates. Then the cover is reversed and 
the eye formerly under cover now takes up fixation 
and the newly covered eye turns (Figure 6). 

In a case where the turn has been controlled, this 
test breaks fusion (as the covered eye has no stimulus 
to hold fixation with the uncovered eye) and the exist- 
ence of the defect is immediately shown. The general 
practitioner should watch for movement of the eyes 
as the cover is shifted back and forth. Any significant 
amount of movement indicates an imbalance; minute 
amounts of movement are allowable as normal. In pass- 
ing, it should be stated that the oculist usually carries 
out this test at both far (20 feet) and near (15 to 18 
inches) ranges and in the direct lateral gazes, the four 
oblique gazes, and the direct upward and direct down- 
ward gazes (the so-called eight cardinal positions of 
gaze). This test will often reveal small turns that can- 
not be seen on the basis of motility examination alone. 
Thus it should be used in the examination for para- 
lytic as well as nonparalytic imbalances. 

A quantitative measurement of the turn is obtained 
by placing prisms in front of one eye or the other to 
bend the rays of light coming from the fixated object 
in an amount sufficient to neutralize the turn, so that 
as the cover is switched back and forth from eye to eye 
they no longer have to move to take up fixation. The 
amount of turn is then expressed in prism diopters, so 
that a patient is said to have 20 prism diopters of 
esotropia or whatever it might be. 

The measurement of the turn at far range and then at 
near range will usually indicate to the oculist whether 
the defect is in the convergence mechanism or based 
on a divergence fault. This is important to know, for 
the choice of surgery is automatically influenced by 
which defect is basic. If an esotropia existed and it was 
found on measurement, to be definitely more at near 
than at far, then a convergence excess type of imbal- 
ance would be present, since convergence is a function 
of near range, and therapy would be directed at alter- 
ing the medial recti function. 

This type of imbalance usually calls for bilateral sur- 
gery, and the majority of oculists now advocate this 
form of operation. Some oculists do not follow into such 
fine detail this differentiating maneuver with its theo- 
retie dictates, and they will do monocular surgery, 
strengthening one muscle and weakening one muscle 
in the same eye. On both theoretic and common sense 
grounds this is usually not the operation of choice, 


GP Augus: 1959 


though in certain circumstances it is. This is a prob- 
lem wholly within the discretion of the individual 
ophthalmologist. 

In infants where the cover test cannot be done be- 
cause of inadequate cooperation, or in older young- 
sters who refuse to cooperate, the so-called prism re- 
flex test gives a fairly accurate estimate of the amount of 
deviation. Here, prisms are held in front of one eye or 
the other and a small fixation light, such as a pencil 
flashlight, is shined on the eyes at a distance of about 
¥g m. When the fixation light is centered on each cor- 
nea, then the amount of prism needed to center the 
light is the amount of the turn expressed in prism 
diopters (Figure 7). 

An even cruder test is the employment of nothing but 
the corneal reflection of a light without prism use. 
The light is centered in the pupil of the fixing eye at a 
distance of one foot, and then its location in the turned 
eye is estimated in millimeters from the center of the 
cornea. Each millimeter of decentering from the pupil 
of the turned eye is equal to about 7” of turn (Jigure 8). 
If the light reflex is exactly centered in each pupil 
simultaneously, then regardless of the appearance of 
the eyes, no turn exists. 

The perimeter may also be used as a means of 
quantitatively measuring a turn. While the patient 
fixes the perimeter center point, a light is moved along 
the perimeter arm until it centers on the cornea of the 
turned eye and the amount of turn is read off in de- 


grees. 


Ilusionary Strabismus 


There are two not uncommon conditions wherein a 
turn appears to be present but none actually exists. 
The general practitioner and pediatrician must con- 
stantly be on guard not to fall into this illusionary trap 
and diagnose a strabismus where none exists. 

The commonest illusion is provided by an epican- 
thus, an extra skinfold of the lid at its inner angle. 
While this fold is normal in the yellow race and char- 
acteristic of it, its presence in the white and black 
races is not. As it hides part of the sclera on the nasal 
side of the cornea, it creates the appearance of the eye 
being turned in when actually it is not (Figure 9). 
The screen cover test or the corneal reflex test will 
define this condition. 

The second source of an illusion is the so-called 
plus or minus angle Kappa, a condition wherein the 
optic axes and the visual axes do not correspond. The 
visual axes are aligned and this gives a different align- 
ment of the optical axes to give the appearance of a 
turn (Figure 10). It is more common for the illusion 
of an outward turn to exist than an inward one. 
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test being carried out at near range (15 to 18 inches). The same 
alternating covering is done with the patient fixing at a distance 
of about 20 feet, in the six lateral gazes, and the direct upward 
and downward gazes. 


132 


Treatment of Strabismus in Children 


In cases where a turn does not appear until age 2 or 
after, the two etiologies mostly responsible are an im- 
balance between the convergence and divergence mech- 
anisms (usually hereditary) as already indicated, and 
refractive errors. They may exist individually or in 
combination. The turn may appear gradually, and 
there may be a history of an inconstant turn becoming 
more frequent and more pronounced quantitatively 
until it blossoms into a full-time defect (either monoc- 
ular or alternating). On the other hand it may appear 
quite suddenly, leading the parents to blame it on 
some recent event such as a mild blow, an infection ora 
bad scare. However, such an incident almost never 
causes this defect, and is either purely coincidental or 
serves merely to trigger an underlying tendency al- 
ready present but either controlled or not yet mani- 
fested. The existence of refractive errors in this group 
is of importance both as to etiology and treatment. It is 
in this group that some time and care must be spent 
in studying, diagapsing, following and treating the 
imbalance. But once again, early examination is im- 
perative, for in cases where a refraction defect is the 
cause, early treatment of it with proper glasses may 
give a much better chance of a good result. 

While the general practitioner is not ordinarily called 
upon to treat an imbalance, it is advisable for him to be 
acquainted with the various therapeutic maneuvers 
used. He is then in a better position to advise the 
parents, and perhaps even to decide if the oculist is 
doing what he should. Briefly, the three forms of treat- 
ment are glasses, orthoptics and surgery. 


Use or GLAsszs 


There is one special type of esotropia that is sec- 
ondary either to large amounts of hyperopia (improp- 
erly but frequently called ‘‘far-sightedness”) or to an 
abnormal relationship between the converging and fo- 
cusing mechanisms of the eye. In these cases the effort 
made to accommodate to overcome the hyperopia re- 
sults in excessive convergence. This turn is known as 
accommodative esotropia. Treatment of this type of 
turn must consist of glasses and no surgery. With the 
glass relieving the hyperopia, the need for the accom- 
modation is eliminated and the convergence disappears 
(Figure 11). 

Many patients with this type of defect can be taught 
to control the imbalance while the strength of the 
lenses is gradually reduced. If they cannot do this, they 
often learn the trick of “blurring,” at which time they 
hold the eyes straight at the expense of having blurred 
acuity. Or in very infrequent cases, they will “outgrow” 
their hyperopia and so the turn will be “outgrown.” 
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It is this rare case of gradual subsidence of a turn 
that has led countless doctors to procrastinate while 
indulging in wishful thinking. This practice cannot be 
too strongly condemned. Countless children have been 
subjected to needless psychologic trauma with perma- 
nent damage to their personalities, and countless chil- 
dren have been allowed to develop an amblyopia with 
permanent vision impairment while waiting in vain for 
the turn to be “‘outgrown.” 

A recent supplement in the therapy of this condition 
isthe use of di-isopropyl-fluorophosphate, often known 
as DFP or Floropryl. The mechanism of its action is 
that it provides “peripheral accommodation,” lessen- 
ing “central accommodation” and thereby lessening 
convergence. This medication is of value in many 
cases, and when successful, permits the patient to go 
without glasses and still be straight and have good 
acuity. The cosmetic benefits of this are obvious. 
Other experimental medications acting similarly to 
DFP have the added value of being water soluble, in 
contradistinction to DFP which must be diluted with 
U.S.P. peanut oil for use in this condition. Commercial 
peanut oil as a diluent is not safe. It should be stressed 
that this form of treatment is not effective in any type 
of esotropia but the accommodative, and not even in 
all these cases. 

In cases of exotropia or exophoria secondary to 
myopia itself and not due otherwise to any muscle 
defect, full correction of the myopia will give control 
of the imbalance. 

Aside from their use in the treatment of these special 
types of imbalance, glasses benefit other forms of stra- 
bismus usually only by giving good and equal acuity 
in each eye rather than by directly affecting the muscle 
status itself. Equal acuity facilitates development of 
fusion once mechanical alignment of the visual axes is 
obtained. 

Correction of a refractive error aids in the treat- 
ment of an amblyopic eye, but it must be explained 
to the family that simply putting on glasses does not 
automatically eliminate or cure amblyopia. 

The incorporation of prisms in lenses is of limited 
value but may be employed in some cases if they en- 
hance fusion or if they relieve discomfort. If fusion is 
established, their strength should be gradually less- 
ened so that the patient takes over the work the prism 
has been doing. Otherwise, reliance on the prism may 
become firmly established and even more prism may 
gradually become necessary. Obviously, this can lead 
toa vicious circle. 


OrtHoptics 


_ To discuss the subject of orthoptics or “exercises” 
in the treatment of muscle imbalances would require 
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several papers in itself. There is a very wide range 
of opinion as to their value; some well-qualified men 
swear by them while others of equal ability swear at 
them. In a situation where such divergent views exist, 
obviously the answer lies somewhere between these 
two extremes. 

It is safe to say that there is a definite but limited 
place for orthoptics in the treatment of imbalances. 
Preoperatively they are of most value in the treatment 
of amblyopia, in the elimination of suppression, and in 
creating awareness of diplopia. The breaking up of 
anomalous retinal correspondence is another function 
of orthoptics but less important. Postoperatively, they 
are of most value in continuing the battle against sup- 
pression, in encouraging fusion if fusion potential 
exists, and in enlarging the range or reserve of fusion 
if it is present. 

While the various exercises may be given by the 
oculist, they are usually delegated to a trained orthop- 
tic technician. The average oculist is too busy to have 
the time required by this form of therapy, though he 
should be prepared to supervise it. 

Orthoptics is a two-edged sword—it can be an aid, 
or if improperly used it can be an actual detriment. 
It would be unwise to subject a child to a long period 
of exercising in a turn of such magnitude that no 
possibility of overcoming the mechanical misalignment 
existed, or in a case where elimination of amblyopia 
at a late age would give an annoying diplopia but with 
no hope of fusion. 


At times the parents may state that their child is- 


already being given exercises by an “eye doctor,” who 
upon further discussion is found to be an optometrist. 
There is a growing trend for this group of people to 
set themselves up as qualified to treat aspects of stra- 
bismus. Such care could result in needless or pro- 
longed treatment of a condition amenable only to sur- 
gery, and the optometrist is not conceivably qualified 
to decide this. Even with special training in orthoptics, 
he is not in a position to make all decisions regarding 
therapy. 

In exceptional instances, an oculist might suggest 
that exercises be given by an optometrist, but the 
situation is different here in that the qualified oph- 
thalmologist is instructing the technician exactly as to 
what to do and is supervising the therapy. 

The above description of orthoptics as pre- and post- 
operative may serve as a subtle indication that it is 
the opinion of this author that orthoptics are of very 
limited value. Having exhausted the use of glasses and 
exercises, both of which are only of influencing or con- 
trolling value and not of eliminative or curative value, 
no other form of therapy is available except surgery. It 
is here that we have our best method of treatment. 
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Figure 7. Prism reflex test. 


Figure 8. Corneal reflex test. 


Figure 9. Epicanthus, giving illusion of esotropia although none 


exists. Upper: usual form. Lower: epicanthus inversus, involving 


SuRGICAL TREATMENT 


Surgical principles call for the strengthening «f un- 
deractive muscles and the weakening of oveructive 
muscles. By repositioning the insertions of the muscles 
and at times by shortening them, their mechanical 
abilities to move the eyes are altered, and thus the 
visual axes are brought into what is hoped to be proper 
alignment. The phases of this question of surgery that 
are of most interest to the general practitioner are: 
What is the risk in a muscle operation ; and what is the 
outlook for a successful result? 

In a muscle operation the globe is not entered and so 
the risk of any intraocular complication is negligible. 
More complications or accidents are probably incidental 
to the anesthesia than to the surgery. Operative, or 
immediate or late postoperative infections are rare and 
are usually controlled quickly by antibiotics. Certainly 
the risks incident to a strabismus operation never jus- 
tify nonintervention. 

Most parents are very concerned over the possible 
psychologic trauma to the child while in the hospital. 
Actually, the child usually has a better time in the 
hospital than the parent. It is worth preparing the child 
for admission rather than suddenly confronting him 
with his new environment without benefit of previous 
discussion. The average child of 3 years or over can be 
told that he is going to visit the doctor in the hospital 
for three days or so to have his eyes fixed, and that 
during that time he will meet many nice people who 
will be good to him. The postoperative convalescence 
is not a painful period, and if both eyes must be patched 
postoperatively, one can usually be left open after 24 
to 48 hours. If good rapport has been established be- 
tween the « iild and the oculist, all usually goes fairly 
smoothly. ‘The general practitioner can be of aid here 
in adding his reassurance. It is freely admitted that to 
some children, regardless of preparation, rapport, soli- 
citation, bribes and constant parental companionship 
it is still a terrifying experience, and in these cases, 
“tranquilizers” should be liberally used. While it is 
not imperative that a parent be in constant attendance, 
it is frequently worth while, and ordinarily there is no 
contraindication. Sedation or “‘tranquilization” of the 
parents is sometimes in order. 

What is the outlook for a successful result? In the 
surgery of strabismus, there may be two results— 
cosmetic and functional. The term cosmetic result is 
self-explanatory ; a good functional result indicates the 
restoration or the establishment of single binocular 
vision, in other words, fusion. While it is particularly 
gratifying to obtain a good functional result, this is 
impossible in many cases because of previously existing 
conditions, so that many times a cosmetic result 1s all 
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that can be expected. While most oculists strive for 
both cosmetic and functional aid, they will usually be 
well satisfied with a good cosmetic result alone, and if 
functional aid is also secured, that is felt to be a side 
benefit. Jn short, surgery for cosmetic purposes alone is not 
mly justifiable but indicated, and the failure to secure 
function is not necessarily a criticism of the procedure 
and certainly not enough of a factor to be allowed to 
prohibit surgical intervention. 

The prognosis as given the parents will naturally 
vary with the complexity of the case, but even in those 
cases with an excellent outlook, the wise surgeon will 
still be conservative but not pessimistic in his state- 
ments. Glib assurance that the operation will give a 
“perfect” result is to be frowned upon. There are many 
influencing factors in any case, and all children with the 
same quantitative amount of strabismus and the same 
quantitative amount of surgery will not respond with 
thesame amount of correction. There is a range wherein 
either over- or undercorrection may occur, and it is 
often unpredictable. It is wise to tell parents that a 
second operation may be needed, especially if there is a 
combined horizontal-vertical turn. Indeed, many opera- 
tions are deliberately planned as a two- or even three- 
stage maneuver. 

The justification for any procedure, of course, lies 

in weighing the benefit obtained against the risk in- 
volved. Certainly the benefits of muscle surgery far 
outweigh the risks. 
The general medical man may be asked what is the 
best time for squint surgery. There is no specific age. 
Congenital defects often justify surgery by 1 year; 
other imbalances do not even appear until age 3 or 4. 
In general, however, there is a strong and proper 
trend toward early surgical intervention. As previously 
indicated, procrastination is usually a poor procedure 
once the diagnosis is established and the course of the 
individual case is indicated. But until the case is 
thoroughly studied and accurately diagnosed, hasty 
surgical intervention is just as improper as needless 
procrastination. The value of early surgical intervention 
sat least twofold: 

1, Mechanical alignment of the visual axes is ob- 
lined early, so that if fusion is potential it will be 
permitted or encouraged. Waiting until the patient is 
6or8 years old will often eliminate all chance of fusion. 

2. The cosmetic defect of the turn is eliminated be- 
fore the youngster has been made aware of it by the 
persecution of his playmates, and tragic psychic damage 
has usually been avoided. : 

Of these two benefits, the second is the more im- 
portant of the two. 


The main theme of this paper is that the most important 
thing the general practitioner should do when confronted 


GP August 1959 


with a strabismus is to demand and obtain early examina- 
tion and treatment of the patient by the ophthalmologist. 

A summary of the facts and fancies about childhood 
strabismus is in order, primarily in an effort to dispel 
some erroneous but well-established ideas among pedia- 
tricians and general practitioners. 


Fancies 


The ophthalmologist need not see a child with an 
imbalance until age 2 or after. 

Waiting for the turn to be outgrown is proper. 

Surgery should not be done until after age 6 or 8. 

Glasses will correct all inward turns. 

Glasses will not correct any turns. 

Glasses will restore acuity in an amblyopic eye. 

“Exercises” are of no value in the treatment of 
strabismus. 

Two or more operations are usually required in an 
ordinary case of strabismus. 

No harm is done a child’s personality by allowing 
him to retain a disfiguring strabismus until he is 8 
years old or thereabouts. 


Facts 


The earlier treatment of an imbalance is started, the 
more chance there will be of a good result. 

Turns are rarely outgrown and there is no justifica- 
tion in advising waiting to see if this will occur. 

If amblyopia is found, treatment must be instituted — 
before the age of 5 or 6 for it to have a good chance of 
success. 

Surgery is usually the best treatment and early sur- 
gery is preferable to late. By early is meant ages | to 4, 
depending on the age of onset and the type of the turn. 

Cosmetic aid can almost always be given by surgery. 
This alone is enough to justify operation. Functional 
benefit may also occur, and the earlier alignment is 
secured, the more chance there is of functional aid. 

Muscle surgery can be done with extremely little 
risk of complications. 

Elimination of the turn before the child is made aware 
of it by the persecution of his playmates can save the 
child untold tragedy. 


Strabismus in Adults 


The problem of strabismus in adults is in some ways 
simpler and in other ways more complex than in chil- 
dren. Two types of strabismus are found: 

1. Those present since childhood which are simply a 
continuation. 

2. Those of new onset. 
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The relatively simple cases are those that have been ff ate! 
present since childhood. They are stationary and by & be ¢ 
now an integral part of the individual’s make-up. They diag 
are constantly monocular, in which case amblyopia of ff fort 
moderate to severe amount will almost invariably be T 
present, or they will alternate and have relatively equal s0-¢ 
acuity in each eye, or they will be controlled at least B usuz 
part-time. There may be an esotropia or an exotropia, J caus 
with or without an accompanying vertical component, mos 
or they may be purely vertical. About 50 per cent of ff cate 
turns are a combined horizontal-vertical. They may bef ofter 
nonparalytic or paralytic. If of the latter type, though} caus 
they may have started out confined to one direction off 1. 
gaze, frequently they will have developed comitance ff dise 
(the imbalance will measure essentially the same in all imbe 
directions of gaze), and the original muscle at fault} quer 
may be difficult or impossible to ascertain. com! 

The problem here is purely cosmetic, socioeconomic fH ther 
and psychologic. Functional aid is almost invariably} Scar 
hopeless, but the ophthalmologist can usually offer mec! 
surgical correction to effect cosmetic aid. While it is ilis, 
the thinking of most patients so afflicted that it is tooff cons 


<p, i late to have anything done, this is not so, and they should J goo¢ 
duh hi 7 ; are be so advised. There is no reason for an adult to be § spec 


the same as the visual axis, and the eye has the appearance of a 


It should be noted that the prognosis is somewhat 2. 


more guarded in certain cases. Occasionally an eye with | func 
a moderate amount of amblyopia will have an annoying ff tient 
postoperative diplopia, but this is usually of short § catec 
duration. Rarely, an eye will have a diplopia so annoy- § or su 
ing that the eye may be turned to its preoperative posi- J guar 
tion to eliminate the double vision. This latter occur- J Di 
rence is very infrequent. Surgery may be unilateral or {| Whil 
bilateral depending on the type and severity of the f festa 
imbalance. Any existent amblyopia remains the same. J whet 
However, both here and in childhood, the patient with J mech 
amblyopia that has not responded to treatment may be § supp 
often cheered with the information that (unless the § neur 
amblyopia has been so severe as to cause wandering § plyin 
or eccentric fixation) should the good eye be lost from § or te 
some accident or disease, the amblyopic eye will gradu- affect 
ally improve and become serviceable. invoh 

In our increasingly competitive socioeconomic life, f other 
the elimination of an obvious disfigurement is always f fect, 
worth an effort, and psychologic benefits are just asf contr 
great here as in children. Surgical principles follow § as th 


exactly those already discussed. stanc 
imbal 
LaTE ONSET STRABISMUS out © 


In imbalances that begin in adult life, we have a tre- sense 
mendous field wherein the general practitioner again My 
is frequently the first physician consulted. In fact, his} over 


Figure 11. Accommodative esotropia, showing full control of the ‘Ole here may be even more important than in child- 
imbalance by glasses. hood squint, for his proper procedure there is immedi-f here 
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ate referral to the oculist, whereas in the adult, he may 
he called upon for extensive medical or neurologic 
diagnostic work and often, depending on the etiology, 
for therapy. 

The great majority of new squints in adults are of the 
so-called paralytic type, in contradistinction to the 


§ usual childhood squint which is nonparalytic. The 


causes of adult strabismus are almost legion, and at 
most can only be briefly listed. They fall into many 
categories, and the search for the individual etiology is 
often a problem of elimination. A list of some main 
causes may be of value as a guide. 

1. Infectious Diseases. There is probably no infectious 
disease that is not capable of causing an acute muscle 
imbalance. Nowadays, viral diseases are the most fre- 
quent offenders. Diphtheria and scarlet fever, formerly 
common causes, are rarely seen. The paralysis in diph- 
theria follows the respiratory phase of the disease. 
Scarlet fever usually involves the accommodative 
mechanism rather than the extraocular muscles. Syph- 
iis, though much less frequent, must still always be 
considered. The prognosis in this group is usually 
good, and the therapy is obviously directed at the 
specific infectious disease. Approximately 7 to 10 per 
cent of paralytic imbalances are due to this cause. 

2. Metabolic Diseases. Thyroid hyper- and hypo- 
function, especially in postoperative thyroidectomy pa- 
tients with or without exophthalmos, is often compli- 
cated by strabismus. Treatment may be only by prisms, 
or surgery may be required at times. Prognosis here is 
guarded. 

Diabetes must always be kept in mind and ruled out. 
While strabismus is uncommon as the original mani- 
festation of the diabetes, it can occur. It can appear 
whether the diabetes is controlled or uncontrolled. The 
mechanism is probably faulty metabolism in the nerve 
supplying the muscle, giving the so-called diabetic 
neuropathy. Any of the three nerves (III, IV, VI) sup- 
plying the extraocular muscles may be involved, singly 
or together. These may be the only cranial nerves 
flected, or any of the others may be simultaneously 
involved, or the eye muscle nerves may be spared but 
others involved. When diabetes causes a III nerve de- 
fect, the pupil is almost never involved. This is in sharp 
contradistinction to defects produced by aneurysms, 
as the pupil is almost invariably involved in these in- 
stances. The course here is usually self-limited and the 
imbalance usually spontaneously subsides with or with- 
out control of the diabetes, though it is only common 
sense to control it. ' 

Myasthenia gravis shows an eye muscle imbalance in 
over 80 per cent of all cases, and it is the first symptom 
of the condition in over 60 per cent. The imbalance 

te shows a characteristic fluctuation. It is least or 
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may even be absent on the patient’s arising, only to 
progress increasingly throughout the waking hours. It 
may show in one or a combination of three ways; 
ptosis, extraocular muscle involvement, or convergence 
weakness. Some form of prostigmine treatment serves 
not only as therapy but as a differential diagnostic 
maneuver. More recently, the intravenous injection of 
0.2 to 1.0 cc. of edrophonium chloride (Tensilon) has 
been used as a test because of its speed of action, giving 
marked improvement within 60 seconds if there is 
myasthenia. It is not used for therapy, as its effect is of 
too short duration. Probably every ptosis appearing in 
an adult should be considered as due to myasthenia 
until proved otherwise. 

3. Trauma. Direct orbital injury with hemorrhage, 
muscle or nerve lacerations, trochlear disarrangement, 
**blow-out”’ fracture of the orbital floor, or other local 
damage may result in an imbalance. Intracranial nerve, 
nuclear or supranuclear damages by hemorrhage, 
edema or laceration are also being seen more and more 
frequently with the increasing incidence of car acci- 
dents. Trauma produces almost 20 per cent of all cases 
of III, IV or VI involvement, is the commonest cause 
of IV paralysis, and perhaps the second commonest 
cause of a VI defect. 

4. Cerebral Vascular Disease, Vascular Accidents and 
Tumors. Here the sites of the lesion and the forms 
whereby they are manifested are so varied that discus- 
sion is not practicable in this paper. There usually are 
other accompanying neurologic signs that aid in the 
diagnosis. Aneurysm of the circle of Willis is said to be 
the commonest cause of III involvement, whereas it 
rarely causes IV involvement. Tumors, either primary 
or metastatic, are the commonest cause of VI involve- 
ment, closely followed by head trauma and vascular 
disease. There is a large array of syndromes in this 
group, described in any neurology or neuro-ophthal- 
mology textbook. 

5. Potsons. Formerly the heavy metals were frequent 
offenders, but this has lessened markedly with their 
decreased use and they are now rarely implicated in 
the etiology. However, organic chemicals used in in- 
dustry are potential agents. 

6. Secondary to Loss of Vision in an Eye. If from some 
eye condition other than a strabismus, severe acuity 
impairment occurs and is of long-standing duration 
(cataract, glaucoma, corneal scarring, uveitis, retinal 
detachment), there is no longer any stimulus to binoc- 
ular single vision, and the involved eye gradually loses 
its converging habit. Thus, over a period usually of 
many years, an outward drift of the eye can occur to 
produce a disfiguring exotropia. If acuity can be re- 
stored and the defect has not been too severe or in 
existence too long, the imbalance may disappear and 
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fusion may be resumed. This is the less frequent course 
of events, and vision usually cannot be restored, so the 
eye continues in exotropia. Cosmetic surgery is wholly 
in order here, but the prognosis is guarded, depending 
on the severity of the antecedent vision loss and its 
duration. While a poorly seeing eye will usually stay in 
the position in which it has been placed by muscle 
surgery, it may turn again, and in either direction. 

7. Psychogenic. Occasionally, manifest turns may 
arise from hysteria, malingering or some other psycho- 
neurosis. Clues may be provided or the doctor’s suspi- 
cions aroused by the history, general personality and 
behavior of the individual patient, or the imbalance it- 
self. These cases are relatively few, and extreme caution 
should be exercised before making this stigmatizing 
diagnosis. Electromyography could be of value here as 
in any case of doubtful etiology in an effort at further- 
ing the differential diagnosis. 


‘TREATMENT 


Regardless of the etiology, there is usually double 
vision in this group of imbalances of acute onset. It 
constitutes a very annoying and at times even hazardous 
situation. Relief of the diplopia is imperative. It is 
ordinarily accomplished by simple patching. Here the 
patching need not necessarily be complete, since only 
rarely is diplopia found in all directions of gaze. Pro- 
vision of glasses with one lens blocked off in the area 
required to eliminate diplopia awareness is the usual 
therapy. Either lens may be blocked, though on theo- 
retic grounds it is perhaps better to block the indicated 
area of the lens in front of the paretic eye. Adhesive 
tape may be used, or clear nail polish that is stippled 
onto the lens is often adequate and less noticeable. 

The use of prisms is not ordinarily feasible, as the 
defect not only varies at close range compared with 
distant range but is usually confined to one area of gaze, 
so that the prism would be excessive in some directions 
and inadequate in others. However, at times this may be 
of value and can be tried with ease and safety. 

Therapy in this type of squint in adults, aside from 
relief of the double vision, obviously depends upon 
treatment of the cause. While a specific cause can usu- 
ally be diagnosed, therapy may or may not be possible. 
In the latter case, the imbalance may persist, and with 
it the almost invariable diplopia. If this occurs, surgical 
aid to relieve the diplopia is often necessary. 

Most ophthalmologists follow a somewhat arbitrary 
rule and will not intervene surgically for a period of 
nine to 12 months after onset of the defect or for six 
months after the imbalance has remained quantitatively 
constant regardless of the annoyance and inconvenience 
to the patient. The reason for this is sound. If the 
etiology is not found but later clears spontaneously 


138 


and the strabismus resolves, or if therapy gives « tardy 
response, then the surgery that has already been done 
will have created a new situation and the patient may 
be worse off than originally. There are occasional ex- 
ceptions to this custom of waiting six to 12 months, 
namely when the imbalance is clearly known to be stable 
and irreversible from its onset. For instance, a basilar 
skull fracture may give a complete VI nerve severance 
with its corresponding lateral rectus paralysis. Here 
the physician would be justified in going ahead with 
early surgery. 

Surgery in the paralytic type of squint is often dif- 
ferent from that in the childhood type of nonparalytic 
squint. While the principles remain the same, the 
existence of certain accompanying features in muscles 
other than the basically involved one may influence the 
surgical procedure. Because of this, surgery on the non- 
involved eye is often perfectly proper. The prognosis in 
all of these cases obviously varies with the etiology and 
is always on a specific individual basis with no hard and 
fast rules. It may vary from excellent to poor. 

Nonsurgical therapy directed at the etiology is the 
province of the general practitioner or the internist, who 
must cooperate closely with the oculist so that periodic 
eye examinations may reveal the adequacy, inadequacy 
or failure of treatment. 


Summary and Conclusions 


From the foregoing it can be seen that strabismus is 
a highly complicated and individual matter. The gen- 
eral practitioner is often the first man consulted by the 
parents of a child with strabismus. He is in an excellent 
position to render a valuable service to both parents 
and child by giving sound advice and counsel. The 
ability to do this depends on his own knowledge of the 
subject. Conversely, he can do much harm and cause 
irreparable damage by improper advice or by harmful 
procrastination. 

It is his duty to advise, urge and demand examination 
of a child with a muscle imbalance by an oculist as soon 
as a defect is known to exist. This early intervention 
gives a better prognosis for successful treatment of the 
condition in most cases. It is important to be sure that 
the “eye doctor” is an ophthalmologist and not a non- 
medical refractionist (optometrist). The latter may well 
embark on a long course of exercises when more defi- 
nite surgical therapy, which he is not qualified to per- 
form or even evaluate, may be in order. A vital point 
for the general practitioner to remember is that surgery 
for cosmetic purposes alone is not only wholly justifi 
able but indicated, and it is most desirable to obtain 
this correction before the child becomes aware of the 


defect. 
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Just as in the instance of childhood strabismus, the 
general practitioner is often the first to be consulted in 
an acute onset of a turn in an adult. The etiology of 
newly occurring strabismus in an adult varies widely, 
and for this reason the diagnosis often requires general 
medical evaluation. Treatment of the defect is likewise 


often a problem for the general practitioner, depending 
on the etiology. If the condition cannot be treated medi- 
cally or if this form of treatment is insufficient or fails, 
then local surgical intervention on the eye muscles 
usually is indicated after a definite waiting period to 
make sure the turn is stable. 


HERE'S A HELPFUL HINT... 


for Prevention of Venous Thrombosis and Pulmonary Embolism 


IN THE LATTER PART of the nineteenth century, Virchow proposed that venous thrombosis has 
its origins in vascular stasis, increased coagulability of the blood, and intimal damage— 
Virchow’s triad. In patients with congestive heart failure, the factor of stasis is naturally 
enhanced, and many experiences have indicated that venous thrombosis and pulmonary em- 
bolism are prevalent in such patients. Vascular stasis can be minimized and the likelihood of 
thromboembolism correspondingly reduced if the patient’s feet and legs are lightly com- 
pressed by means of elasticized bandages or a special type of knee-length elastic stocking. The 
only contraindication to the use of this simple preventive measure is the presence of signifi- 
cant arterial insufficiency of the lower extremities.—Leon SmirH, M.D. 
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Laryngeal Trauma 


THERAPY OF LARYNGEAL TRAUMA must be guided by the 
extent of injury. If soft tissues alone are involved by an 
obstructing hematoma, voice rest (silence) and steam 
inhalations are essential. Low tracheostomy should be 
performed before it becomes a desperate emergency if 
obstruction is present on the initial examination or if 
dyspnea is becoming progressively more severe. 
Hollinger and Johnson believe that severe compres- 
sion injuries require an active therapeutic regimen. 
Broken cartilages must be replaced, the airway re- 
established, and a splint introduced to maintain the 
position of the replaced cartilages. 

It is unfortunate that in a multiple injury accident, 
after the airway has been satisfactorily established by 
tracheostomy, the larynx is often left untreated. This 
results in chronic laryngeal stenosis with perhaps loss 
of the voice and the need for a permanent tracheos- 
tomy. If the fracture of the larynx is not reduced and 
splinted within a few days of injury, the incidence of 
this distressing complication increases. (Am. J. Surg., 
97:513, 1959.) 


Transcranial Yttrium” Hypophysectomy 


EVANS AND HIS ASSOCIATES have used radioactive 
yttrium to produce hypophysectomy in patients with 
metastatic carcinoma of the female breast. This has 
beer: tried in 31 patients. Eight of these patients had 
arrest of their disease for 12 months or more. The 
method approximates surgical hypophysectomy in 
safety and effectiveness in the treatment of mammary 
cancer. 

It seems probable that total destruction of the pitui- 
tary gland is not imperative for favorable response in 
cancer of the female breast. Other factors in the total 
equation, and primarily endocrine gland dependence, 
are weighty considerations. No method is known at 
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present by which to predict which of the breast tumors 
are hormonally dependent and thus might benefit from 
a hypophysectomy. (Surg., Gynec. ¢ Obst., 108:393, 
1959.) 


Transabdominal Repair of Esophageal Hiatus Hernia 


BEARDSLEY BELIEVES that the repair of esophageal hiatal 
hernia can be done best by a transabdominal approach 
rather than by a transthoracic approach. The trans- 
abdominal approach allows for exploration of the ab- 
dominal cavity and the correction of other upper 
abdominal pathology, such as gallbladder disease and 
peptic ulcer, which so often confuse the symptoma- 
tology of hiatus hernia and occur ina high incidence in 
the same age-groups. 

The indications for the operation are changing as 
the surgical procedures and the results improve. There 
is no method of satisfactory conservative management. 
Therefore, a patient with persistent symptoms should 
be operated upon unless there is some contraindica- 
tion that would make surgery a hazard. No one should 
be condemned to years of discomfort or allowed to 
develop esophagitis, ulceration, hemorrhage or stric- 
ture, which are seen all too frequently when operation 
has been delayed. 

In the transabdominal repair an upper midline in- 
cision is used. The left triangular ligament of the liver 
is divided. The cardia and esophagus are pulled down 
and the esophagus freed. The upper segment of the 
gastrohepatic ligament is divided and the crura of the 
diaphragm are closed posterior to the esophagus. If the 
hernia is quite large, anterior sutures will be needed 
too. 

The author has used this approach in 82 patients. 
There have been three deaths. One patient had a mas- 
sive pulmonary embolus. Two other patients were 
operated on as emergency measures and died shortly 
afterward. (Ann. Surg., 149:498, 1959.) 
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Treatment of Pustular Acne Vulgaris 


From A sTUDY of 258 cases of pustular, nodular, 
eneystic acne, Strakosch demonstrated that the com- 
bination of roentgen therapy, oral antibiotics or 
chemotherapeutic agents, and estrogenic substances 
leads to highly satisfactory results. If the pustular 
element does not respond to a given antibiotic or 
chemotherapeutic agent at the end of one or two 
weeks, sensitivity studies should be made. One long 
and three to five repeated short courses of antibiotic 
or chemotherapy were necessary in the majority of 
cases to obtain satisfactory results. 

Erythromycin alone was not a desirable antibiotic 
to be used routinely, although it was effective in 74 
per cent of the treated patients. Thirty per cent had 
unpleasant side reactions, and 14 per cent had or- 
ganisms resistant to the drug. When erythromycin 
was combined with triple sulfonamides, there were 
reactions in only 5.5 per cent, and resistant organisms 
developed in only 7 per cent. The lower number of 
reactions was no doubt due to the decreased amount 
of erythromycin in the combination tablet. 

Novobiocin caused emergence of resistant strains 
in 58 per cent, and reactions in 20 per cent of those 
tested. For this reason, the author does not recom- 
mend its use. 

Sulfamethoxypyridazine is a very useful drug. In 
addition to the economic advantage of having to use 
only 1 tablet a day, the reaction rate was low (3.6 
per cent), and only 2 per cent of patients failed to 
respond. 

While the topical use of conjugated estrogenic sub- 
stances was found to be disappointing, the oral use 
of such substances proved to be a great help in se- 
lected patients who had failed to improve with roent- 
gen-ray therapy and antibiotics. These substances 
were particularly useful in women whose acne de- 
veloped in their late twenties, and who experienced 
premenstrual and menstrual flare-ups. 

The combination of roentgen-ray therapy, diet 
and an effective antibiotic or chemotherapeutic agent 
florded satisfactory results or cures as viewed in a 
one- to three-year observation period in about 85 
per cent of the cases (see diagram at the right). 
Patients with temporary improvement and those who 
failed to respond at all, making a total of about 15 
Per cent, were considered the treatment failures. 
However, this group of failures was considerably re- 
duced when estrogenic substances were given in addi- 
lion to the antibiotics. Thus, the 15 per cent failure 
group was reduced to.about 5 per cent by the addi- 
tonal oral use of conjugated estrogenic substances. 


(Antibiot. Med. ¢> Clin. Therapy, 6:41, 1959.) 
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Prednisone for Tuberculous Pleural Effusions 


TWENTY-SIX Cases of tuberculous pleural effusions 
were treated by Paley and his associates with predni- 
sone and antituberculous chemotherapy. As soon as a 
diagnosis of pleural effusion was made, a thoracentesis 
was done with every effort to remove all the fluid. The 
patients were then placed on a regimen of 1 Gm. of 
dihydrostreptomycin three times weekly and 300 mg. 
of isoniazid daily. The oral steroid, prednisone, was 
employed in all cases. The dosage schedule used was 
30 mg. daily for four days, 20 mg. daily for seven to 14 
days (depending on response), then 10 mg. daily for 
the balance of a four-week period. In no case was the 
hormone administered for more than six weeks, nor 
was the total administration allowed to exceed 600 mg. 
during the entire course of therapy. 

In all of the 26 patients, there was a remarkable 
symptomatic response. Rapid defervescence, increased 
appetite, an enhanced sense of well-being, and greater 
physical vigor were noted within 24 to 48 hours of the 
start of hormone administration. In 25 patients, fol- 
low-up roentgenographic examinations revealed that 
the small collection of fluid not removed by a thora- 
centesis cleared in three to six weeks with a median of 
five weeks. This is in phenomenal contrast to previous 
experience in which residual effusion persisted up to 
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six months in about 25 per cent of the cases, and in a 
smaller percentage, persisted much longer, with ven- 
tilatory crippling secondary to fibrous organization of 
the residual exudates. Only one patient showed signs 
of sufficient reaccumulation to require a second thora- 
centesis shortly after the first, but following this, his 
further response was satisfactory. 

In 12 of the series of 26 patients, the clearing of the 
effusion was complete to the point of an entirely nor- 
mal roentgenogram. In the remaining 14 cases, costo- 
phrenic blunting or a slight degree of basal pleural 
thickening remained as the only telltale evidence of 
pre-existing pathology. In none of these cases is there 
any indication that the clinical course will terminate in 
a disabling fibrothorax. 

Fourteen of the 26 patients have been followed for at 
least 18 months, and in none has there been any evi- 
dence of recrudescence of pleural disease or the ap- 
pearance of any parenchymal lesions. It only remains 
to be seen what the clinical course will be after chemo- 
therapy is discontinued. According to present knowl- 
edge, however, it would seem unjustifiable to attribute 
to steroid therapy given for a few weeks two years 
previously, any reactivation of tuberculous disease that 
remained healed for this entire period of time. On the 
basis of these results, it is believed by the authors that 
tuberculous pleural effusions constitute a definite 
added indication for the use of steroid therapy. (Am. 
Rev. Tuberc., 79:307, 1959.) 


Respiratory Pathogens in Bulbospinal Poliomyelitis 


Lepper, PEARAH AND Buatr designed a study in an 
attempt to establish the chain of events by which low- 
grade pathogens enter the tracheobronchial tract and 
lungs of patients with bulbospinal poliomyelitis. Six 
patients were carefully studied under controlled en- 
vironmental conditions, in which all personnel con- 
tacting them had nose, throat and hand cultures. All 
transient personnel who entered the room at any time 
were also subjected to nose and throat cultures. 
Transient personnel also had hand cultures if they 
helped with patient care. In addition, the equipment 
used in the tracheostomy care, the walls, floors and 
air of the patient’s room, and the corridor outside the 
room were similarly cultured. During the study, 
Micrococcus pyogenes (var. aureus) implanted in five 
patients ; enterococci in four; Aerobacter aerogenes in 
four; an Alcaligenes faecalis, Escherichiae coli and 
Proteus vulgaris in one each. The source of nine of 
these strains seemed definitely to be the regular nursing 
personnel. Two other implantations, both Aerobacter 
aerogenes of the same strain, occurring on the same 
day, were probably airborne, but may have been from 
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a nurse. In five patients, the source of the implant was 
not found. 

It is clear, from the data presented, that by {ar the 
most important source of infection was the nurses who 
attended the patients regularly, but that the transient 
personnel still had the potential of carrying similar 
organisms to the patient, and that infrequently, air- 
borne organisms were important. Of interest was the 
failure to isolate any pneumococci or Group A strep- 
tococci, indicating that these organisms are not major 


problems in cross-infection. (Antibiot. Med. & Clin. 


Therapy, 6:224, 1959.) 


Segmental Resection for Pulmonary Tuberculosis 


SEGMENTAL RESECTION, made possible through the ad- 
vent of antimicrobial therapy, is today an established 
and accepted procedure in the surgical treatment of 
pulmonary tuberculosis. The rate of sputum conversion 
to negative has been found to be high, and the mor- 
tality rates are low. One of the greatest values of seg- 
mental resection is its preservation of pulmonary func- 
tion. This operation has been performed on the one 
remaining lung after a previous pneumonectomy. 

Bjork has studied a group of 335 patients with pul- 
monary resections for pulmonary tuberculosis. Twelve 
of these patients have died, 170 have been restudied 
thoroughly, the rest are postoperative less than one 
year or have refused restudy. Forty-seven per cent of 
the 335 patients had bilateral tuberculosis. The oper- 
ative mortality (including patients with marked ventila- 
tory insufficiency) was 1.5 per cent. Of the 170 pa- 
tients followed from one to six years, 97 per cent hada 
negative direct smear and 94 per cent had a negative 
culture and a guinea pig test of sputum and gastric 
washings. Ninety-two per cent were working full time. 
The iacidence of impaired arm movements, pain, 
cough and dyspnea were small. 

Bjork believes that the best cosmetic result and best 
arm movements were obtained when no thoracoplasty 


was added. (J. Thor. Surg., 37:135, 1959.) 


Obstructive Resection of the Colon 
Asout 1900, Mikulicz modified the procedures of 


Block and Paul’s exteriorization operation for colon 
surgery. With this technique, a loop of colon, usually 
the sigmoid, was exteriorized through a stab wound. 
After several days, the exteriorized colon containing 
the lesion was removed by a knife or a cautery. One 
week later, a crushing clamp was applied to the spur 
and left in place until the tissue necrosed. Subse- 
quently, 14 per cent of the fecal fistulas would close 
spontaneously, the remainder requiring operative 
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dosure. This new principle in colonic surgery became 
firmly established as being highly desirable because it 
greatly reduced the mortality. Subsequent modifications 
of the technique by Rankin and Lahey and others have 
resulted in doing a second procedure, namely, resec- 
tion of the colostomy and primary bowel anastomosis 
after bowel preparation instead of crushing the spur. 
With present-day improvements in surgical tech- 
nique and anesthesia and the availability of antibiotics 
for use in bowel preparation and the treatment of peri- 
tonitis, the trend is more toward resection and primary 


§ anastomosis. However, Williams, Hughes and Bower 


believe there are certain acute pathologic conditions 
where it is safer to do a multistaged obstructive re- 
section rather than a resection with primary anasto- 
mosis. They believe that a two-stage obstructive re- 
section whereby the causative lesion is removed at 
the first operation, followed by a colostomy closure, 
isindicated (1) where, because of infection or obstruc- 
tion, primary resection and anastomosis are too risky, 
and (2) where the urgent cause, such as hemorrhage 
or perforation, precludes delay for bowel preparation 
or preliminary proximal decompressing colostomy. 
The indications for obstructive resection include 
massive hemorrhage, as from diverticulitis; acute ob- 
struction, as from volvulus of sigmoid or megacolon; 
perforated and otherwise noncurable carcinoma; and 
trauma with damage requiring removal of a segment of 


colon. (Arch. Surg., 78:538, 1959.) 


Digitalis in Normal Subjects 


SEVERAL STUDIES have indicated that in normal sub- 
jects, digitalis causes a decrease of cardiac output. 
Williams, Zohman and Ratner restudied this phenom- 
enon. These authors made observations of the effects 
ofdigitalis in normal subjects during muscular exercise. 

The principal results are shown in the graph at the 
night. Digoxin or acetyl strophanthidin were given in- 
travenously after control measurements in both the 
resting and exercising subjects. 

Both groups exhibited decreased cardiac output. In 
the resting group, arterial blood pressure rose an aver- 
age of 12 per cent, indicating a marked increase in 
peripheral vascular resistance. In the exercising sub- 
jects, digitalis caused a marked fall in cardiac output 
and no fall in blood pressure. This again indicated a 
nse in peripheral vascular resistance. 

Only a peripheral vascular action of the cardiac 
slycosides explains these results. The authors con- 
dude that augmentation of human myocardial con- 
tractility resulting from digitalization in the normal 
subject is overshadowed by the peripheral actions of 
the drug. (J. Applied Physiol., 13:417, 1958.) 
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Offspring of Women Irradiated for Infertility 


THE DEDUCTIONS of experimental geneticists are ques- 
tioned by many because of the almost total absence of 
valid data concerning radiation-induced genetic dam- 
age to human offspring. Kaplan therefore analyzed the 
genetic changes observed in two successive generations 
of the offspring of women who had received roentgen 
therapy. His observations were based on 644 women 
who were treated for infertility and sterility by roentgen 
therapy with a tissue dose of approximately 65 r to the 
ovaries and 90 r to the pituitary. All of these women 
were referred by gynecologists only after all other 
methods for the relief of sterility had been tried and 
had failed. 

Three hundred fifty-one of these women had 688 
pregnancies, and 293 failed to conceive following irra- 
diation. Of the 351 irradiated women who conceived, 
318 bore 566 children. There were 543 normal healthy 
living children of the 566 born. Twenty children died 
at or after birth, and three children are alive with ab- 
normalities. 

It is known that women referred for radiation for 
sterility have some ovarian dysfunction, and undevel- 
oped uteri and are prone to miscarriage. In the pres- 
ent series, 91 women miscarried, some more than once, 
but 68 of these again normally conceived and bore 
children. 

It has been said that irradiation of females tends to 
create a condition of sterility in the progeny. To date, 
this has not been evident in the author’s series. At. 


+207 AT REST 


+10" 


DURING EXERCISE 


c.0. 


Hemodynamic effects of intravenous digoxin or acetyl strophanthidin 
in normal subjects. In both the “rest” and “exercise” groups, the 
bars indicate changes from the control in cardiac output (C.O.), 
pulse rate (P.R.), stroke volume (S.V.) and mean arterial pressure 
(B.P.). 
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present, 35 children of these irradiated women are 
married, and 31 of these already have had a total of 46 
normal children—that is, grandchildren of the origi- 
nally irradiated women. Forty-five of these are alive. 
One died shortly after birth as the result of maternal 
eclamptic toxemia. All these grandchildren of irradi- 
ated women are physically and mentally well. 

There has been no cancer or leukemia of any type 
noted in any of the children or grandchildren of the 
irradiated women over the course of the past 33 years. 
The author believes that the incidence of genetic 
damage to the children and grandchildren of this 
group is less than that in the normal population. 
(Radiology, 72:518, 1959.) 


Use of Tetracycline in a Venereal Disease Clinic 


MARMELL AND PRIGOT RECORD their experience with 11 

men with various infections of the genitalia treated 

with tetracycline. The diagnoses were as follows: 
Donovanosis 1 
Chancroid 1 
Lymphogranuloma venereum 7 
Lymphadenitis of unknown etiology 1 
Pyogenic scrotal abscess 1 

The patient with bilateral lymphadenopathy of one 
month’s duration had no evidence or history of penile 
lesion or infection of the lower limbs. In the patient 
with the scrotal abscess, a serosanguineous fluid exuded 
that harbored Staphylococcus aureus in pure culture. 
This patient also had a positive Frei test and a positive 
complement fixation test for lymphogranuloma ve- 
nereum. 

The clinical response in all patients was excellent, 
and the lesions healed after administration of tetra- 
cycline over periods of six to 39 days at a dosage of 
1 Gm. daily. There was rapid decrease in pain and 
resolution of the inflammatory processes. The ulcer of 
donovanosis was healed after the administration of 39 
Gm. of tetracycline. The chancroidal ulcer healed 
within two weeks following 14 Gm. of the drug. The 
patients with lymphogranuloma venereum responded 
after 6 to 24 Gm. of medication. The lymphadenitis of 
unknown etiology regressed after the patient had 
received 10 Gm. of tetracycline. Improvement was 
also prompt in the case of the scrotal abscess. The 
infection was eradicated within six days after therapy. 

No untoward manifestations were observed in any of 
the patients. The ethors’ results in the present series, 
together with those previously reported for the manage- 
ment of gonorrhea, indicate that tetracycline is useful 
in the venereal disease clinic for the treatment of a 
number of conditions encountered there. (Antibiot. 
Med. & Clin. Therapy, 6:111, 1959.) 
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Ankle Fractures 


Ir 1s AXIOMATIC that maneuvers employed in closed 
reduction of fractures should, in general, reverse the 
mechanism of injury. However, the presence of edema 
and the maintenance of reduction during splinting 
can present difficulties. Abduction-external rotation 
fractures of the ankle present such difficulties. 

These fractures involving varying degrees of abduc- 
tion and external rotation of the foot and tarsus in 
relation to the tibia and fibula comprise more than 
three-quarters of all injuries to the ankle involving 
bone and ligament. The force causing these fractures 
can fracture the fibula, tear the ligamentous attach- 
ments between the tibia and fibula, rupture the deltoid 
ligament or avulse the medial malleolus wholly or in 
part. The talus can slide laterally. To reverse this pat- 
tern of injury, Quigley has taken advantage of the fact 
that the lower extremity at rest, with the body supine, 
lies in external rotation. If the limb in this position is 
suspended directly above by the great toe, then the 
ankle and foot, being of much less weight and mass 
than the leg and thigh, fall into adduction, internal 
rotation and supination. 

In clinical application it is neither necessary nor 
advisable to suspend the limb by the great toe. If the 
limb is covered by stockinette extending beyond the 
toes, and suspended by this, the same effect occurs. 
Discomfort from the hyperextension can be avoided 
by a sling beneath the knee. Fractures treated initially 
by this method tend to reduce in a matter of a few 
hours. When the edema has subsided, casts then can 
be applied or an open procedure with internal fixation 
can be done. (Am. J. Surg., 97:488, 1959.) 


Transaminase Activity in Pulmonary Tuberculosis 


STUDY OF ALTERATIONS in the amount of serum glu- 
tamic oxalacetic transaminase and serum glutamic 
pyruvic transaminase is of considerable value, par- 
ticularly in the diagnosis and prognosis of myocardial 
infarction and hepatic disease. Qualitatively similar 
changes occur in various other disease states, but are 
of less magnitude and specificity. 

Comparison of the results of determinations of 
oxalacetic pyruvic transaminase in patients with active 
or inactive tuberculosis by Herring and his associates 
failed to reveal any significant alterations attributable 
to pulmonary tuberculosis. Of interest was the fre- 
quency with which an alcoholic debauch was asso- 
ciated with mild or moderate transitory alteration in 
the value for these enzymes, often without consistent 
change in the standard liver function tests. (Am. Rev. 
Tuberc., 79:251, 1959.) 
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Mass Tuberculin Patch Testing 


Tue St. Louis Academy of General Practice for the 
past four years has engaged in a community case- 
finding program in tuberculosis. Gray discusses the 
results of this program. 

By the end of 1955, 111,602 school children had 
been patch tested, with an over-all positive reactor 
rate of approximately 5 per cent, giving a total number 
of 5,580 positive reactors. Approximately 15,000 
reactors and contacts were x-rayed as the result of 
this program. Of this number, 41 were found to have 
active tuberculosis previously undiscovered. Of these, 
16 were school children, and 25 were adults. 

Comparison of programs using the patch test as a 
screening procedure with mass x-ray film surveys 
revealed some interesting figures. In the two-year 
period, 1953 to 1955, 24,316 students and school 
personnel were x-rayed at the cost of approximately 
$24,000. As the result of this program, one active case 
was found in the 24,316 people surveyed. During a 
similar period, 64,317 patch tests were applied in 
the grade schools and high schools. As the result of 
this, 9,998 positive reactors and contacts were x-rayed, 
resulting in the discovery of 15 new active cases of 
tuberculosis, or one active case per 667 x-rays, or one 
active case per 4,288 patch tests. This comparison 
demonstrates the superiority of the patch testing pro- 
gram as a screening method and also shows the ob- 
vious differences in expenditures for x-rays in the 
two programs (see diagram at the right). 

Although the patch test cannot possibly be as 
accurate as the intradermal Mantoux test, still it is 
admirably suited to a control group such as school 
children. An over-all consent rate of 95 per cent in 
schools in which this program was carried out more 
than offsets the difference in accuracy, since it is the 
author’s belief that consent would drop off sharply if 
the intradermal test were used. The case-finding rate 
over the past five years has more than justified the 
existence of the patch testing program. (Dis. of Chest, 
35:155, 1959.) 


Kidney Cysts in Children 


AREY PoINTs oT that while renal cysts are infrequent 
in early life, their proper identification is most im- 
portant. He has therefore reviewed the important fea- 


_ associated with specific types of cystic renal 
esions. 


While clinical evidence of renal disease is’ usually 
hot present in patients with tuberous sclerosis, small 
cysts may be scattered through the renal cortex. 
Simple cysts of large size are usually solitary and uni- 
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RELATIVE FREQUENCY OF DISCOVERY 
OF NEW CASES OF TUBERCULOSIS 
BY TWO METHODS OF CASE FINDING 


only in positive tuberculin resction 


lateral. The presenting complaint is usually an ab- 
dominal mass. While the urine may be abnormal, these 
lesions do not fill with contrast medium or intravenous 
pyelography. 

Pyelogenic cysts, on the other hand, may be visualized 
with pyelography. They are calyceal diverticulae, and 
may be congenital or secondary to calculus or infec- 
tion. 

Perinephric cysts are encysted collections of fluid 
surrounding the kidney. Again, there is often a pal- 
pable abdominal mass. These rare lesions are some- 
times the result of urinary obstruction. Rarely, they 
result from perinephric extravasation of urine. 

Parapelvic cysts are rare lesions of adult life, often 
attributed to lymphatic ectasia. They are small and 
bilateral. 

Multiocular cysts are large unilateral lesions. In con- 
trast to the polycystic kidney, the renal parenchyma 
adjoining the lesion is normal. Some authors do not 
distinguish these from simple cysts. 

Renal hypoplasia is a complex disease associated 
with cysts in many instances. The unilateral multi- 
cystic kidney is a form of renal hypoplasia. While this 
lesion has been termed “unilateral polycystic disease,” 
it is not genetically determined and the prognosis is 
excellent. 

Polycystic disease is a term that should be limited to 
the familial, bilateral and serious disease that often 
affects other viscera than the kidneys. Some authors 
have suggested that infantile and adult forms of this 
disease are distinct entities. 

Finally, Arey classifies medullary cysts separately. 
This rare lesion produces a honeycomblike pattern in 
the renal medulla and is associated with progressive 
deterioration of renal function. (J. Pediat., 54:429, 
1959.) 
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Iron Metabolism After Partial Gastrectomy 


SUBTOTAL GASTRECTOMY is followed by iron deficiency 
anemia in a significant number of patients. Its incidence 
has been reported to be as high as 50 per cent, to some 
extent dependent on the duration of follow-up. Stevens 
and his associates have undertaken to clarify the patho- 
genesis of iron deficiency. The hematologic status and 
iron stores have been evaluated in postgastrectomy 
patients, and measurements have been made of iron 
absorption and body iron loss. 

Eight patients were selected at random from a list of 
individuals who had had subtotal gastrectomy per- 
formed.The initial hematologic work-up done on venous 
blood included hematocrit, erythrocyte count, hemo- 
globin, reticulocyte count and serum iron determina- 
tion. Iron stores were evaluated by examining smears 
of marrow aspirates. The absorption of food iron was 
determined by the use of radioactive iron. This method 
was also utilized for measuring iron excretion. Finally, 
the response to oral iron therapy was assayed in each 
individual by administering 300 mg. of ferrous gluco- 
nate three times a day for a month. 

The rate of loss of red cell iron over one year was 
found to be normal in those subjects who had no known 
bleeding from other sources, thus excluding gastro- 
intestinal bleeding as a contributory cause of anemia 
during the period of study. Absorption of iron was 
found to be below the average normal in six of eight 
subjects. Four of these subjects were iron deficient but 
did not show the increased absorption usually found in 
this state. It was concluded that the pathogenesis of 
iron deficiency anemia following subtotal gastrectomy 
lies in impaired absorption of dietary iron, superim- 
posed on already exhausted iron stores. (Ann. Surg., 
149:534, 1959.) 


Treatment of Strangulation Obstruction 


THE PERITONEAL Cavity of animals dying from experi- 
mental strangulation obstruction of the lower small 
intestine has been shown to be the site of accumulation 
of large amounts of fluid. This material will kill normal 
animals in amounts as small as 3 cc. per kg. when in- 
jected into the peritoneal cavity. There is strong 
evidence that this fluid plays a significant role in the 
lethal issue of strangulation obstruction. 

The loss of electrolytes, blood and other body fluids 
contributes to the downward course that is character- 
istic of individuals suffering from strangulation ob- 
struction. Meticulous replacement of these materials 
does not eliminate the fatal final result. The lumen of 
the closed loop is filled with large amounts of dark, 
foul, toxic fluid. Loss of integrity of the bowel wall 


146 


allows this material to gain access to the peritoneal 
cavity where it is rapidly absorbed. If the strangulated 
loop of bowel is placed in a plastic bag so that exposure 
to the fluid is prevented, the animal will survive much 
longer. Further, it is possible to eliminate the toxic 
properties of the fluid by high speed centrifugation. 
The toxic component remains in the centrifugate. 
Microscopic examination of this reveals myriads of 
bacterial cells of many varieties. This suggests that 
bacteria are responsible for the toxicity of strangulation 
obstruction fluid. 

Chloramphenicol was found to prevent the forma- 
tion of toxic peritoneal fluid when placed inside the 
lumen of the strangulated bowel. Nontoxic fluid also 
resulted when chloramphenicol was placed in close 
contact with the strangulated bowel but in an extra- 
luminal position. This antibiotic would also prevent 
death when administered to normal animals along with 
the injection of the toxic fluid. These findings indicate 
that bacteria furnish the lethal agent in strangulation 
obstruction and that antibiotics should be used to con- 
trol the bacteria when this obstruction is present. 
(Ann. Surg., 149:471, 1959.) 


Skin Homografts from Post-mortem Sources 


THE USE OF SKIN HOMOGRAFTS from post-mortem 
sources may be taken as a proved surgical procedure to 
save lives in cases of severe burns. This method can 
be utilized by any surgical service without delay, with- 
out special equipment and without waiting for further 
work on the preservation of the grafts. 

The method is open to use to anyone or to any hos- 
pital that will go to the trouble of instituting the idea. 
The procurement and the utilization of these grafts 
may be lifesaving. Any service that does this may be 
said to have a skin bank in operation. 

There are many details to be worked out, such as 
the best ways of obtaining, storing and utilizing the 
homografts. They may be stored for three weeks at 
normal refrigerator temperature and still be used. The 
grafts are folded, raw surface to raw surface, and kept 
covered with sterile gauze, which may or may not be 
dampened with saline. Freeze-dried grafts and frozen 
grafts, while not viable, will work almost as well. 

Brown, Fryer and Zaydon point out that at the 
present time an important element in the use of post- 
mortem homografts is to try to get the public to accept 
the idea of allowing superficial layers of skin in un- 
exposed areas to be removed after death. 

Removal of the split skin grafts from a person who 
has died and covering the wounds of the patient who 
might otherwise die is a dignified surgical procedure. 
(Am. J. Surg., 97:418, 1959.) 
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Use of Polyurethane Polymer 


MANDARINO AND SALVATORE HAVE USED polyurethane 
polymer for the purpose of producing a dense, rigid, 
cellular foam for orthopedic use. This material is mixed 
at the time of surgery with a catalyst. Both are in liquid 
form, and can be poured igto the marrow cavity of bones 
that are fractured. This material then becomes rigid 
and expands. In so doing, it becomes an integral part 
of the bone. Sufficient fixation for wound closure oc- 
curs in 20 to 30 minutes. Complete hardening requires 
18 to 24 hours, and after 48 hours the stabilization of 
the fractured area by the polymer will permit weight 
bearing. Other means of fixation, such as intramedul- 
lary nailing, may be used with this material to give 
greater strength where indicated. 

Animal studies have not revealed any toxicity re- 
sulting from the use of this material. The material is 
radiolucent. 

The authors have had excellent results with this 
method in some very troublesome fractures and com- 
plications of fractures, such as nonunion. (Am. J. 
Surg., 97:442, 1959.) 


Calcific Aortic Stenosis 


Harken and his associates have done 100 consecutive 
transaortic valvuloplasties in patients with calcific 
aortic stenosis. In 88 of these patients congestive fail- 
ure or dyspnea was present, indicating that the dis- 
ease was in a late phase. 

The authors have used a sternum-splitting incision 
with the patient in the supine position. This has given 
good exposure, and it is possible to operate on the 
mitral valve, too, if this is necessary (19 patients in this 
series). Avalon sponge is sutured to the aorta to form a 
tunnel to admit a finger before the aortotomy is done. 
The Avalon sponge has provided excellent hemostasis. 
The valves are fractured by gentle finger pressure along 
the commissures. 

The over-all results for these 100 patients indicate 
an operative mortality of 16 per cent (see diagram at 
the right). However, there were only five operative 
deaths in the last 60 patients. Late death has occurred 
in 12 patients from one to 31 months after surgery 
(average 11.9 months). Congestive heart failure has 
been the predominant cause of death in the largest 
number of patients. Of the 72 surviving patients, 50 
have been followed six months or more and 43 of these 
are improved—the majority are asymptomatic and 
working. The authors believe that this method of ap- 
proach to the calcified aortic valve is at present better 
than either the open approach or the transventricular 
approach. (J. Thoracic Surg., 36: 759, 1958.) 
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Intestinal Angina 


MIKKEISEN AND ZARO DEFINE intestinal angina as a 
syndrome of “work” intestinal ischemia, which may, 
for months or years, precede complete occlusion of the 
mesenteric artery. The chief symptom is cramping 
abdominal pain that comes 15 to 30 minutes after eat- 
ing and lasts for one to three hours. The intensity and 
duration of the pain vary with the size of the meal, but 
tend to become worse progressively. The patient’s 
natural disinclination to eat under these circumstances 
accounts for loss of weight. 

The cause for this syndrome is usually arterio- 
sclerosis of the intestinal arteries. Until recently, the 
syndrome usually went unrecognized until it had ad- 
vanced to another stage—that of an ischemia so severe 
as to produce intestinal infarction. 

Mikkelsen and Zaro report the case of a 62-year-old 
man with rather typical intestinal angina, in whom 
that diagnosis was facilitated by the knowledge that he 
had severe arteriosclerotic obstruction of the abdom- 
inal aorta. The patient’s intestinal angina was com- 
pletely relieved following an operation in which the 
superior mesenteric artery was restored to effective 
function by means of endarterectomy plus removal of 
constricting scar tissue. (New England J. Med., 
260:912, 1959.) 


RESULTS OF TRANSAORTIC VALVULOPLASTY 
IN 100 CONSECUTIVE OPERATIONS 
FOR CALCIFIC AORTIC STENOSIS 


12 late deaths (1 to 31 months after surgery) 
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Treatment of Congestive Heart Failure 


CALLAHAN NOTES THAT the treatment of congestive 
heart failure was formerly undertaken as an end unto 
itself. There was no special reason to be interested in 
the cause of the heart failure since causes were not 
amenable to direct therapy. That viewpoint has altered 
radically as a result of new therapeutic methods, and 
there is now a premium on etiologic diagnosis in cases 
of congestive heart failure. These facts are exemplified 
in the following outline. 
I. Preventable heart disease. 
A. Syphilitic heart disease. 
B. Acute and recurrent rheumatic fever. 
C. Hypertension. 
II. Heart disease amenable to surgical treatment. 
A. Congenital. 
1. Atrial septal defect. 
2. Patent ductus arteriosus. 
3. Coarctation of aorta. 
4, Ventricular septal defect. 
5. Pulmonary stenosis. 
6. Tetralogy of Fallot. 
7. Persistent common atrioventricular canal. 
8. Anomalous pulmonary venous connec- 
tion. 
9. Transposition of great vessels. 
10. Aortic and subaortic stenosis. 
11. Aneurysm of sinus of Valsalva. 
B. Rheumatic. 
1. Mitral stenosis. 
2. Aortic stenosis. 
3. Mitral regurgitation. 
4. Aortic regurgitation. 
5. Tricuspid stenosis. 
C. Constrictive pericarditis. 
D. Atrial tumor. 
E. Secondary heart disease. 
1. Arteriovenous fistula. 
2. Hypertension due to: 
a. Pheochromocytoma. 
b. Hyperadrenocorticism (aldosteronism). 
* 3. Thyrotoxic heart disease. 
III. Heart disease amenable to special medical 
treatment. 
A. Thyrotoxic heart disease. 
B. Myxedema heart disease. 
C. Hypertensive heart disease. 
D. Hypoventilation syndrome of obesity. 
E. Beriberi heart disease. 
F. Acute rheumatic carditis. 
G. Bacterial endocarditis. 
In addition, Callahan offers the thought that specific 
therapy may eventually be available for a number of 


148 


other forms of heart disease. He therefore recommends 
that close clinical observations be kept in such dis- 
eases as coronary heart disease, myocarditis, amy loido- 
sis and others. He also urges that the physician be 
alert to the possibility that pulmonary embolism js 
serving as an aggravating factor in congestive heart 
failure, since this would be, an indication for antico- 
agulant therapy. Indeed, he notes that thromboembolic 
phenomena occur often enough in congestive heart 
failure to warrant routine use of anticoagulants during 
a period of treatment in the hospital. (Proc. Staff 
Meet., Mayo Clin., 34:143, 1959.) 


Diuretic Effect of Chlorothiazide 


CasTLE, ConraD AND Hecut report the use of chloro- 
thiazide, a nonmercurial diuretic, in 44 subjects. 
Their studies indicate little, if any, effect of this agent 
on cardiac output, glomerular filtration rate and renal 
plasma flow. Extremely few toxic manifestations were 
observed with chlorothiazide therapy. During short 
courses (five days), serum electrolyte changes did not 
occur. There was profound water diuresis which was 
independent of the cause of the edema and was gen- 
erally followed by a period of sodium and chloride 
retention upon cessation of therapy. 

The possible occurrence of ectopic foci in digi- 
talized patients receiving chlorothiazide medication 
should be mentioned. The authors observed six pa- 
tients in whom ventricular premature foci occurred, 
which seemed to be related to chlorothiazide therapy, 
disappeared when the drug was discontinued and re- 
appeared when treatment was reinstituted. In all sub- 
jects, serum potassium levels were normal at the time 
the irregularities occurred. One subject was on sup- 
plemental oral potassium and, in all, urine potassium 
excretion was no higher than in other subjects. (Arch. 


Int. Med., 103:415, 1959.) 


Strontium-90 in Wheat 


In view of the current interest in the possibility of 
contamination of food with strontium-90 from fallout 
from nuclear weapons tests, Lee studied the distribu- 
tion of that radioactive material in wheat plants that 
had been grown in soil to which the strontium-90 was 
added. The accumulation of strontium-90 in the 
wheat kernels was only a few thousandths of 1 per cent 
of the amount added to the soil. Most of the strontium- 
90 was concentrated in the leaves and the stems. 
Furthermore, when the kernels containing strontium- 
90 were milled into high-grade flour, most of the 
strontium-90 was removed in the process. (Scvence, 


129:1280, 1959.) 
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Anticoagulants in Myocardial Infarction 

INCIDENCE OF THROMBOEMBOLISM IN TWO GROUP! 
OF CASES OF ACUTE MYOCARDIAL INFARCTION— 

A GROUP TREATED WITH ANTICOAGULANTS 


Capect AND Levy analyzed the clinical records and 
autopsy protocols of 100 patients with acute myo- 


cardial infarction. Of these 100 subjects, 50 received 
anticoagulant therapy with heparin and Dicumarol, 
and 50 were given comparable general treatment but 
no anticoagulants. The record of any patient who died 
during the first 24 hours after admission to the hospital 
was discarded. No case was included in the treated 
group unless therapy was deemed to have been ade- 
quate according to the standards of the laboratory. 

In the 50 cases not treated, autopsy showed mural 
thrombi in the heart in 21. In the 50 cases treated, 
mural thrombi were present in the heart at autopsy in 
22. Pulmonary emboli were found in five of the 50 
cases not treated, while emboli were observed in six 
of the 50 cases treated. Systemic emboli were found in 
six of the 50 cases not treated with anticoagulants, 
while peripheral emboli were found in nine of the 50 
treated cases. The diagram at the right summarizes the 
incidence of thromboembolism found at autopsy in the 
two groups of patients. 

In the 50 who received anticoagulants, serious 
hemorrhage outside of the heart was found at autopsy 
in six cases (12 per cent). In three instances, bleeding 
originated in the urinary tract; in two, cerebral 
hemorrhage occurred; and in one, there was extensive 
bleeding into the pancreas and peritoneal cavity. 

Cardiac rupture was seen only once in the untreated 
group, while it was observed three times in the treated 
patients. To delineate a more satisfactory picture of 
the comparative incidence of this complication, a 
composite was made by combining the authors’ 100 
cases with three American series already reported, in 
which autopsies were obtained. In all, the group com- 
prises 796 cases—557 not treated, and 239 treated. 
In the untreated, rupture occurred in 3.9 per cent: 
In the treated, it was noted in 12.1 per cent. Rupture, 
then, was found more than three times as often in the 
group that received anticoagulants, and it is of par- 
ticular interest that this ratio was fairly constant in 
the individual series. (Am. J. Med., 26:76, 1959.) 


Lumbar Sympathectomy for Peripheral 
Arteriosclerosis 


DEsPIvE EXTENSIVE EMPLOYMENT of lumbar sympa- 
thectomy in the treatment of peripheral vascular sclero- 
sis, the operation continues to carry the stigma of a 
procedure with a high percentage of failures, although 
it has been conclusively demonstrated that lumbar 


ganglionectomy can enhance blood flow to the lower 
extremity. 
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AND AN UNTREATED GROUP 


Knox believes that patients should and can be thor- 
oughly evaluated preoperatively, and by this the per- 
centage of failures can be lowered. He has used a 
digital plethysmograph to measure the blood flow in 
the extremity. The instrument consisted of a Sanborn 
potentiated electromanometer attached to a Sanborn 
amplified recorder. The second toe of each foot was 
sealed within a plastic cup with an air-tight seal and 
the amplitude of the digital pulse, and the digital 
volume after venous occlusion were recorded by a 
direct-writing stylet on ECG paper. The resting digital 
pulse and the resting digital volume change after venous 
occlusion were first recorded. Fifty mg. of Priscoline 
was then administered intramuscularly and the max- 
imum effect from the drug measured. The test was con- 
sidered positive if at maximum effect of the Priscoline 
there was a twofold increase in capillary pulse or a 
three- to fourfold increase in the digital volume over 
the established base line. Any response less than this 
was termed a negative test. 

Following sympathectomy, it is characteristic to 
have the resting digital pulse and volume levels in- 
creased over the resting preoperative state. Little or no 
change in either is noted following parenteral Prisco- 
line, indicating ablation of vasomotor tone. 

Thorough clinical appraisal of the patient, including 
age, duration of symptoms, pulse levels and presence or 
absence of tissue deaths, and so forth, can establish two 
categories of patients. One group, characterized by 
absent pulses, short duration of symptoms, rest pain, 
has little chance of benefiting from ganglionectomy. 
The other group with claudication, having pulses 
present at the ankle, with perhaps some response to 
conservative therapy, has a very good chance of receiv- 
ing excellent palliation from operation. Most patients 
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lie between these groups. The results with the digital 
plethysmograph showed that if a patient did not show 
a “positive” result, there was almost no chance of 
benefit from a lumbar sympathectomy. (Ann. Surg., 
149:539, 1959.) 


Brain Damage in Boxers 


THE syNDROME of punchdrunkenness includes the 
familiar combination of dizzy spells, emotional out- 
bursts, tremors and tinnitus occurring in boxers. 
Studies of the cerebral pathology in such cases are 
rather rare. Neuberger and his colleagues present two 
such studies on former boxers who exhibited the 
clinical syndrome during life. The first case was that of 
a 46-year-old man who had boxed professionally for 
more than 25 years, and had been knocked out at 
least 30 times. A biopsy of the cerebral cortex showed 
striking proliferation of astrocytes and a slight reduc- 
tion in the number of nerve cells. The second case was 
that of a 53-year-old man who had boxed professionally 
for six years with numerous injuries and one episode 
of hemiparesis. The cause of death was unrelated to 
this history. At autopsy, the frontal lobes were severely 
atrophied, with loss of numerous nerve cells and other 
histologic changes. 

The pathogenesis of these traumatic encephalo- 
pathies is believed to be a mechanical disturbance of 
the normal colloidal dispersion of brain substances. 
Such colloids are known to be sensitive to shaking, 
stirring and similar stimuli. The pathologic process 
bears a close resemblance to aging phenomena in the 
brain, and the authors describe the changes found in 
boxers as a premature aging of brain substance. (Arch. 
Neurol. ¢ Psychiat., 81:19, 1959.) 


Blood Losses During Surgical Operations 


THE IMPORTANCE OF THE LOSS of blood in the course of a 
surgical operation and the consequences arising from 
failure to replace have been well established. The judg- 
ment of the surgeon as to the amount lost, the deter- 
mination of the hematocrit, hemoglobin, plasma vol- 
ume and total hemoglobin have proved to be inade- 
quate in accurately estimating the amount of blood lost 
during an operation. 

Caceres and Whittembury believe that estimation of 
the blood volume would be the best method of measur- 
ing the blood lost, but this is not possible during an 
operative procedure. They have used the gravimetric 
method in which the sponges have been weighed dry 
and when soaked with blood, and have compared these 
results with pre- and postoperative blood volume de- 
terminations. A straight line correlation was found. 
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The correlation between the two results was found to 
be statistically significant. A formula was devised on 
the basis of the correlation so that the blood Juss as 
estimated by determination of the blood volume was 
equal to 1.25 times the blood loss obtained by weigh- 
ing the sponges. In using the gravimetric method, 
suction of blood was not used; as much of the blood 
loss as possible was collected on the sponges. (Surgery, 
45 :681, 1959.) 


Candida Albicans Peritonitis 


OHLWILER AND BrICKER REPORT a case of Candida albi- 
cans peritonitis that followed excision of the stenotic 
gastroesophageal junction. Following the institution 
of amphotericin B therapy, there was a satisfactory re- 
sponse. Although jaundice occurred two months after 
antifungal therapy was begun, the authors believe that 
it was related to serum hepatitis and not to ampho- 
tericin B. (New England J. Med., 260:488, 1959.) 


Portal Hypertension 


WOMACK HAS RECENTLY REVIEWED some of the physio- 
logic and clinical aspects of portal hypertension. The 
usual explanation of esophageal varices is related to 
fibrosis of the liver, compression of the vascular bed, 
and increased pressure within the portal and connect- 
ing veins. The author questions this for several reasons. 
First, there is patency of the portal and central veins 
in a cirrhotic liver. Secondly, one may see varices with- 
out fibrosis, and fibrosis without varices. Other reasons 
include the failure to produce varices by experimental 
portal vein occlusion, as well as the wide variations 
and overlap in normal and abnormal portal vein 
pressures. Finally, the type of hemorrhage seen with 
ruptured varices, i.e., bright red blood under high 
pressure suggests the possibility of arterial rather than 
venous bleeding. 

This hypothesis was tested by measuring the oxygen 
saturation of variceal blood. In three patients, this 
blood was 90 to 92 per cent saturated and was, there- 
fore, arterial. The most likely explanation seemed to be 
direct arteriovenous communications in the gastric 
circulation. Experiments of previous workers and those 
of the present author have demonstrated the presence 
of arteriovenous communications in the blood supply 
to the stomach. Epinephrine and histamine are known 
to affect the patency of these shunts. The author sug- 
gests the possibility that an impaired liver may be 
unable to regulate the normal balance between these 
agents, resulting in opening of the shunts and the 
production of varices. (J. S. C. Med. Assn., 55:117, 
1959.) 
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Glutamic Acid and Cerebral Function 


ZIMMERMAN AND BURGEMEISTER studied glutamic acid 
therapy in 150 children with low intelligence quo- 
tients, as compared with a matched group of 150 who 
were given reserpine and a third group of 50 receiv- 
ing a placebo. The double-blind technique was used. 
A significant increase in intelligence quotient was ob- 
served in the glutamic acid group. Little difference 
was seen in the reserpine and placebo groups. 

Behavior patterns were rated for each group. 
Glutamic acid was beneficial in the categories of dis- 
tractability, slowness and depression. It was least 
effective in psychotic or confused children. Reserpine 
was most beneficial in the latter group, and least help- 
ful in the slow, depressed child. 

Although the mechanism of action for glutamic acid 
is unknown, its presence in the Kreb’s cycle suggests 
a role in normally functioning brain tissue. (Arch. 
Neurol. Psychiat., 81 :639, 1959.) 


Effects of Fluoridation 


GaRCELON sTUDIED the effects of fluoridation on the 
permanent teeth of children 6 to 14 years old who 
used the fluoridated water supply continuously for 
the first five years after fluoridization was started in 
Norway, Me. One hundred seventy-six children were 
included in the study. The average numbers of de- 
cayed, missing and filled permanent teeth were re- 
duced by more than half among the children 6 to 9 
years of age, by more than a quarter among those 10 
to 12 years of age, and by about a tenth among those 
13 and 14 years old (see diagram at the right). During 
the same interval, the percentage of children 6 to 9 
years old who were entirely free of dental decay in 
permanent teeth more than doubled. 

The differences in the decay rates could have oc- 
curred by chance alone less than once in ten million 
random samples. The difference in the decay-free 
rates among the children 6 to 9 years of age could have 
occurred by chance alone about once in 5,000 random 
samples, 

Since the maximum benefits of fluoridation occur 
when the fluoride is incorporated in the tooth enamel 
while it is being formed, the younger children who had 
more of their teeth formed under this ideal condition, 
received greater benefit than the older children. Since 
the beneficial effects continue undiminished through- 
out life once the decay-inhibiting effect is established, 
as succecding generations are brought up on the 
fluoridated water supply, an increasing proportion of 


the entire population will benefit. (New England J. 
Med., 260127, 1959.) 
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Discoid and Systemic Lupus 


Scorr AND Regs have examined the relationship be- 
tween systemic and discoid lupus in a series of 118 
patients. It was possible to separate out three groups 
from these: patients with unequivocal systemic lupus 
and no features of discoid lupus, patients with discoid 
and no systemic lupus, and patients with features of 
both disorders. 

Although the percentage of patients with discoid 
lupus who develop the systemic disease is small, clear- 
cut examples of this progression are seen, usually 
within two years of the appearance of discoid lesions. 
The great majority of patients with discoid lupus ex- 
hibited negative L.E. preparations and showed a uni- 
formly good prognosis. 

The authors speculate that discoid and systemic 
lupus are two stages of the host’s response to the 
presence of an abnormal antigen. Those patients with 
discoid lesions may represent a state of tissue protec- 
tion against dissemination of the lesions throughout 


the body. (Arch. Dermatol., 79:422, 1959.) 
The Treatment of Congestive Failure 


McMICHAEL HAS REVIEWED the treatment of congestive 
failure under the categories of cardiotonic drugs and 
diuretics. In the cardiotonic group, he briefly considers 
aminophylline. This is a drug with an acute action in 
lowering venous pressure and increasing cardiac out- 
put. It is best given intravenously in 0.5-Gm. doses 
by slow injection. It is most useful in acute left ven- 
tricular failure, and in temporarily restoring a patient’s 
responsiveness to mercurial diuretics. 


EFFECT OF FLUORIDATED WATER 
IN REDUCING DENTAL DECAY 
AMONG CHILDREN AT VARIOUS AGES 
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Digitalis is considered in detail with particular 
reference to the cardiac conditions that are unlikely to 
respond to digitalis. Mitral stenosis is a good example, 
for digitalis cannot improve the flow of blood through 
the narrowed valve. Cor pulmonale is another situa- 
tion where digitalis may not be helpful. Acute rheu- 
matic carditis and anemic heart disease are not ordi- 
narily benefited by digitalis. Thyrotoxic heart disease 
may respond to digitalis, particularly if tricuspid in- 
competence has supervened. 

The diuretic drug of most recent interest is chloro- 
thiazide. This is a potent oral agent that can cause 
significant losses of potassium as well as sodium. The 
author warns of depletion syndromes that may be in- 
duced in the cardiac patient by presently available, 
powerful diuretic agents. (J. Chron. Dis., 9:602, 1959.) 


Leeches in the Respiratory Tract 


Faumpas REPORTS, from Greece, ten cases involving 
leeches in the upper respiratory tract. In each case, 
the patients had become infected by drinking water 
from springs or brooks. The presenting pictures in- 
cluded loss of bright red blood from the mouth, itching 
in the larynx, epistaxis, hemoptysis, hoarseness and 
cough. The leeches were visualized on examination in 
the larynx, soft palate, above the vocal cord, behind 
the uvula, in a tonsilar crypt and on the vocal cord. 

The leeches produce no toxins, nor do they serve 
as intermediate hosts for other parasites of man. The 
profuse bleeding at the site of attachment results from 
the secretion of hirudin, an anticoagulant, from the 
leeches’ salivary glands. (Arch. Otolaryngol., 69:416, 
1959.) 


Hepatic Encephalopathy 


OWENS AND HIS ASSOCIATES present four cases of dis- 
ordered function of the central nervous system related 
to hepatic disease. These cases exemplify the broad 
spectrum of neuropsychiatric symptoms, including 
episodic stupor, chronic disorder of the personality, 
personality change following portacaval shunt and im- 
proving with therapy, and coma. 

The most important element in dealing with hepatic 
encephalopathy is acceptance of the thought that the 


encephalopathy is reversible in a high percentage of 
cases. Treatment depends upon discriminating use of 


the following measures : 

1. Reduction of dietary intake of protein. 

2. Administration of neomycin, 1 or 2 Gm. every six 
hours by mouth, to suppress intestinal bacteria, there- 
by preventing the enzymatic degradation of protein 
and the formation of ammonia. 
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3. With deepening or severe stupor, administration 
of arginine or glutamic acid intravenously. 

4. Prevention of gastrointestinal bleeding. 

5. After gastrointestinal bleeding, quick removal of 
the blood from the gastrointestinal tract. 

6. Avoidance of drugs known to predispose to en- 
cephalopathy (notably ammonium chloride). (Cleve. 
land Clin. Quart., 26:1, 1959.) 


Trypsin in the Treatment of Trauma 


GLass AND FiscHER were interested in an objective ap- 
proach to the evaluation of trypsin in the treatment of 
trauma. Children with washing machine wringer in- 
juries of the arm offered the possibility of a controlled 
study, since edema of the arm could be measured ac- 
curately. Twenty such patients were chosen for trypsin 
therapy and compared with 20 control children with 
similar injuries. The trypsin was given into the gluteal 
muscles, 5.0 mg. on admission and twice daily. An 
aqueous solution of the drug was used. 

The treated patients showed considerably less edema 
and tenderness than the control group on daily evalua- 
tions. One patient developed leukopenia on trypsin, 
which subsided four days after the drug was discon- 
tinued. Two patients, not included in this series, ran 
courses that demonstrated the desirability of delaying 
trypsin therapy in the presence of nonfluctuant hema- 
tomas until they became fluctuant. 

The mechanism by which trypsin exerts its benefi- 
cial effect in reducing edema fluid is not precisely 
known. Trypsin may act as a depolymerase at the site 
of inflammation to break down barriers to the move- 
ment of fluids. The relief of pain found in the present 
study is probably due to the relief of local pressure, by 
the reduction in amount of edema fluid. (J. Dis. Child., 
97:571, 1959.) 


Pediatric Vaginitis 


Grossi AND BUCHMAN REPORT their experience with 35 
cases of vaginitis in children from 18 months to 11 
years. Vaginal discharge was the presenting complaint 
in all. Bacterial cultures in 34 of the cases most com- 
monly revealed Staphylococcus, Streptococcus, Pro- 
teus, E. coli and others in various combinations. No 
gonococci were found. The acute cases (under one 
month’s duration) were treated with systemic antibr- 
otics, with healing in seven out of ten. Of the 25 chronic 
cases, 19 responded to antibiotics in combination with 
vaginal estrogen therapy. The duration of the vaginitis. 
and the presence of complicating conditions (emotional 
disturbances, helminthiasis, etc.) seemed to influence 


the prognosis most. (J. Dis. Child., 97:613, 1959.) 
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Mortality from Accidents 


DurING THE PERIOD from 1949 to 1956, there was a 
considerable rise in the mortality rate from accidents 
among males. The facts for the various age groups 
are set out in the diagram at the right. 

One factor alone accounted for the unfavorable 
trend of fatal accidents among men at the main work- 
ing ages: the increase in mortality from motor vehicle 
accidents. Such accidents are the dominant type 
among both white and nonwhite men throughout the 
working ages. Motor vehicle accidents account for at 
least 40 per cent of the total accident mortality in 
any of the age groups, and the proportion is nearly 
70 per cent at ages 20-24. (Statistical Bull. Metro- 
politan Life Ins. Co., January, 1959.) 


Postpericardiotomy Syndrome 


JOHNSON POINTs OUT that the postcommissurotomy syn- 
drome is now a well-documented entity. Features of 
the syndrome include pericarditis, pleural effusion 
and pneumonia. He has presented in detail the cases 
of 1] patients operated on for congenital heart disease 
who have exhibited a similar syndrome. He emphasizes 
the importance of awareness that this “‘postpericardiot- 
omy” syndrome follows heart surgery in patients with- 
out rheumatic heart disease. 

These patients have been found in various age 
groups. The lesions requiring operation were pulmo- 
nary stenosis (three), atrial septal defect (seven) and 
aortic stenosis (one). Symptoms usually occurred be- 
tween one and two weeks postoperatively. Major find- 
ings were fever (11), pericardial friction rub (six), de- 
creased breath sounds and dullness of chest (six), 
tender and/or enlarged liver (six), poor heart tones 
(four), marked apprehension (four), generalized chest 
pain (three), pain in left shoulder and arm (three) 
and marked pallor (three). Anemia and leukocytosis 
were common. There was generalized enlargement of 
the heart shadow in all cases, and pleural effusion in 
seven. X-ray evidence of pneumonia was noted in five 
cases. Depression or elevation of S-T segments were 
seen in six cases, flattening of T waves in four and 
low voltage QRS in three. 

Only one patient did not show complete recovery. 
That case was complicated by pulmonary infarction 
and subacute bacterial endocarditis. All patients were 
treated with bed rest, seven were digitalized, three 
received antibiotics and two had pericardial tap. In 
four cases, more than two months was required for 
cardiac enlargement to disappear. The author stresses 
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the importance of determining this syndrome’s true 


meidence. (4m. Heart J., 57:643, 1959.) 
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PER CENT CHANGES IN MORTALITY RATES FROM 
TO 1956 FOR MALES IN VARIOUS AGE GROUPS 
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Isolated Infundibular Stenosis 


IT HAS BEEN EMPHASIZED in the past that the vast 
majority of cases of pure pulmonic stenosis are valvu- 
lar, and that isolated “‘subvalvular” or infundibular 
stenosis is quite rare. For example, Maude Abbott re- 
ported only two cases of infundibular stenosis with — 
closed interventricular septum in her 1,000 autopsied 
cases of congenital heart disease. 

Blount, Vigoda and Swan report three cases of well- 
documented infundibular stenosis, with pre- and post- 
operative catheterization data. The patients were 9, 20 
and 21 years old. Their histories were indistinguish- 
able from those of patients with valvular stenosis. All 
had a loud systolic murmur along the left sternal bor- 
der. The maximum intensity of the murmur and the 
concomitant thrill were consistently lower than in 
valvular stenosis—located most often in the third left 
intercostal space. The murmur in infundibular steno- 
sis is considered to be of a more “rasping” quality 
than in valvular stenosis. These were the only differ- 


entiating features noted, other than the findings at 


cardiac catheterization. 

Even the catheterization findings are inconsistent, 
however. Only one of the present three cases showed 
the classical findings of infundibular stenosis—a dis- 
tinct infundibular chamber pressure curve with a lower 
systolic pressure than in the right ventricle proper. 
In the absence of this classical finding, the authors 
emphasize that the finding of a transition zone between 


153 


1949 


of 
n- 
ve- 
ap- 
t of 
ac- 354g 3 
| 
so 
teal 


the pulmonary arterial pressure curve and the right 
ventricular pressure curve at a point much below the 
usual site of the valve should make one suspect in- 
fundibular stenosis. 

It is important to attempt to differentiate these two 
lesions because the surgical procedures and the risks 
involved are quite different. 

In the authors’ total series, there have been four 
cases of isolated infundibular stenosis in 138 cases of 
isolated pulmonic stenosis. (Am. Heart J., 57:684, 
1959.) 


Omental Infarction 


DuGaAs AND HIS COLLEAGUES present a case of primary 
idiopathic segmental infarction of the greater omentum. 
A review of the literature through 1956 reveals that 42 
cases have been reported, with no instance of a preop- 
erative diagnosis. 

The criteria for the diagnosis include (1) no pathol- 
ogy in neighboring organs, (2) no history of trauma, 
(3) the infarction must be segmental. 

The clinical features of the reported cases include a 
two-to-one preponderance of males, highest incidence 
between 20 and 55 years of age, and pain in the right 
lower quadrant. The pain may mimic any acute ab- 
dominal condition. Free peritoneal fluid is found at 
surgery in half the cases. 

The case of a 9-year-old boy is presented whose 
clinical picture was that of acute appendicitis. Surgery 
revealed a segmental infarction of the omentum, which 
was resected together with a normal appendix. Re- 
covery from the operation was uneventful. The most 
helpful clue to the diagnosis is the combination of 
localized abdominal pain and tenderness in the 
absence of nausea and vomiting. (Am. J. Gastroenterol., 
31:382, 1959.) 


Hemochromatosis and Heart Failure 


EVANS PRESENTS two cases of hemochromatosis with 
congestive heart failure. The first was a 57-year-old 
man with classic features of the disease and a skin bi- 
opsy showing hemosiderin deposits around the sweat 
glands. Congestive failure occurred rather suddenly 
with dyspnea, pleural effusions, ascites and T-wave 
inversions across the left precordium. Bed rest and 
digitalis were of little help. A course of venesections 
was begun with striking improvement in his cardiac 
failure. Heart rhythm returned to normal from auricu- 
lar flutter, and the pleural effusions and ascites dis- 
appeared. By the time 18 1. of blood had been removed 
(11 months), the heart size had returned to normal 
and his exercise tolerance test had risen consider- 
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ably. This patient died several months later of \\epatic 
failure. 

The second patient, also a male with hemoc!:roma. 
tosis and heart failure showed a much less siriking 
response to venesection. 

The author offers the interesting speculation that 
the mobilization of iron from the tissues, particularly 
from the heart tissues, permits the re-establishment of 
enzyme functions, which had been inhibited by the 
metal. 

However, with the development of extensive fibro. 
sis, the removal of iron can no longer be expected to 
exert a beneficial effect. (Brit. Med. J., 1:1075, 1959.) 


Vasodepressor Syncope 


WEISSLER AND WarREN have reviewed extensively the 
mechanisms of fainting and have synthesized the 
known facts into a picture of discoordinated circula- 
tory responses that they term “acute circulatory dis- 
organization.” 

The striking clinical manifestation of vasodepressor 
syncope is sudden loss of consciousness. This is a late 
event, the consequence of cerebral ischemia that is 
directly related to a fall in arterial pressure. While 
some investigators have invoked a direct cerebral in- 
hibitory mechanism, this does not seem likely since 
correction of the circulatory dysfunction restores con- 
sciousness immediately. 

In most cases of fainting, the fall in arterial pressure 
is caused from a sudden decrease in peripheral re- 
sistance. (The exceptions are those instances in which 
there is marked slowing of the heart rate, or cardiac 
standstill.) 

The sudden dilatation of vascular beds, particularly 
in the voluntary muscles, appears to take place without 
the normal compensatory increase in cardiac output. 
The inability of the heart to respond to this situation 
seems due to depletion of the central blood volume 
because of the postural sequestration of blood. 

Completely unexplained are the facts that the sub 
ject with vasodepressor syncope has profuse sweating 
feels nauseated and releases antidiuretic hormone and, 
other humoral substances. 

The initiating events are the most difficult to ex 
plain. Vasodepressor syncope most often occurs 
normal persons in the upright position under emo 
tionally stressful situations. 

The circulatory response is an incomplete on 
marked peripheral vasodilatation without an appro 
priate cardiac response. The various possible neur 
pathways connecting these emotional and cardic 
vascular responses are currently under investigationg. 


(Am. Heart J., 57:786, 1959.) 
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Ammonia Concentration and BSP in Gl Hemorrhage 


DETERMINATION OF THE SITE of upper gastrointestinal 
hemorrhage is frequently difficult and cannot always 
be established on clinical grounds. The bromsulphalein 
test has served as a useful diagnostic test to differentiate 
cirrhotic and noncirrhotic patients with gastrointesti- 
nal bleeding. Recently the blood ammonia concentra- 
tion has been reported to be even more valuable in 
making this differentiation. The rationale for this 
determination is based on the fact that blood, like 
other nitrogenous substances in the alimentary tract, 
undergoes bacterial enzymatic degradation during 
which ammonia is liberated. In patients without hepatic 
disease, the ammonia is removed from the circulation 
as the portal blood passes through the liver. In cirrhotic 
patients, however, much of the portal blood is diverted 
around the liver by way of portal-systemic anasto- 
moses, thereby increasing the blood ammonia concen- 
tration in the systemic circulation. In addition, small 
amounts of ammonia may escape extraction during the 
passage of blood through the cirrhotic liver. 

Belkin and Conn compared the diagnostic value of 
venous blood ammonia levels and bromsulphalein re- 
tention in patients with upper gastrointestinal bleed- 
ing. The authors studied 96 patients after gastrointesti- 
nal hemorrhage. The blood ammonia concentration was 
normal in 95 per cent of the noncirrhotic patients. 
Blood ammonia levels were elevated in 26 of the 36 cir- 
thotic patients. Bromsulphalein retention was greater 
than 15 per cent in 34 of the 36 cirrhotic patients, 
but it was also increased in 15 of the 60 noncirrhotic 
patients. Twenty-five of the 26 patients who exhibited 
both blood ammonia and bromsulphalein values that 
were considered elevated had cirrhosis. 

Thus, the concurrence of elevated blood ammonia 
and bromsulphalein levels (higher than 150 mcg. per 
100 cc. and 15 per cent, respectively) was practically 
diagnostic of cirrhosis. Conversely, the combination 
of normal blood ammonia and bromsulphalein de- 
terminations practically excluded this diagnosis. 

Although these results in general confirm the value 
of the blood ammonia test in the diagnosis of gastro- 
intestinal hemorrhage, certain limitations in its value 
are apparent. Blood ammonia levels may be elevated in 
noncirrhotic patients during shock, congestive heart 
failure and muscular activity, and the administration 
of acetazoleamide and related substances. Conversely, 
normal blood ammonia levels may be observed in 
cuthotic patients who have bled into the intestinal 
tract after treatment with antibiotics, arginine or 
glutamic acid. In addition, it is possible for blood to be 
regurgitated from the gastrointestinal tract, leaving an 
msufficient amount to raise the systemic ammonia 
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concentration. Similarly, an elevation may not occur if 
the hemorrhage has been very small or if the blood 
ammonia is determined immediately after the hemor- 
rhage. The degree of development of the portal col- 
lateral circulation varies widely, and if poor, may pre- 
vent a systemic rise in blood ammonia. Occasionally, 
normal blood ammonia may be found in bleeding 
cirrhotic patients without apparent explanation. 

Bromsulphalein retention appears to be less valuable 
than the blood ammonia as a diagnostic test. It too 
may give misleading values in a variety of situations. 
The combination of simultaneous blood ammonia and 
the bromsulphalein determinations, plus an awareness 
of the factors that may cause deceptive results, prom- 
ises to be of great value in the early recognition of 
cirrhosis in patients with gastrointestinal hemorrhage. 
(New England J. Med., 260:530, 1959.) 


Amebic Granuloma of the Transverse Colon 


Go.psTEIN and his associates reported localization of 
amebic granuloma of the large bowel in the order of 
incidence shown in the diagram below. About two- 
thirds of the lesions were accounted for in the cecum 
and the rectal area. 

The authors reported a case of amebic granuloma of 
the transverse colon. A preoperative diagnosis of a 
space-occupying, partially obstructing lesion, possibly 
malignant, was made. Although the preoperative diag- 
nosis was indefinite, the fact that carcinoma of the 
colon may coexist with amebiasis, and the fact that ob-. 
structing amebic lesions will not respond to medical 
therapy alone because of sheer bulk, were sufficient 
reasons for operation. Even if the diagnosis had been 
made before operation and improvement had occurred 
with medical therapy, cancer of the colon could still 
not have been excluded. Therefore, resection was justi- 


fied. (New England J. Med., 260: 599, 1959.) 
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Kaposi’s Sarcoma 


MUCH HAS BEEN WRITTEN about this rare disease. Cox 
and Helwig have summarized the data on 50 patients 
from the file of the Armed Forces Institute of Path- 
ology. The initial lesion in this disease may be only a 
focal area of reddening or purpura that becomes ele- 
vated and darker in color. Then nodules and, to a 
smaller extent, plaques appear, and they may increase 
in size and number. The plaquelike lesions tend to 
coalesce ; the nodules, to ulcerate. With progression of 
the disease the redder lesions may gradually regress 
leaving smooth brownish scars. The site of predilec- 
tion was the skin of the lower extremities. Forty-seven 
of the 50 patients had cutaneous and visible mucous 
membrane lesions, 39 had multiple lesions, and eight 
had a single lesion (Table 1). 

The etiology of this disease is unknown. It is the 
opinion of the authors that the pathologic changes 
that substantiate a diagnosis of Kaposi’s sarcoma con- 
sist of irregular fascicles of intertwining and inter- 
communicating spindle-shaped cells with hyperemic 
vascular slits. The cell outline is often poorly defined, 
and the nuclei are fusiform, round or oval. The 
vascular slits appear to be blood-filled spaces between 
spindle-shaped cells and are not lined by identifiable 
endothelium. Autopsies were done on 14 patients, 
nine of which died of this disease. Follow-up was ob- 
tained on 44 patients (Table 2). 

The highest incidence of the disease in these pa- 
tients was in the seventh decade. Eleven of the pa- 
tients were Negro, and of the white patients, eight 
were of Italian descent. (Cancer, 12:289, 1959.) 


Leon G. Smith, M.D. 
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Workers’ Backaches 


Q. Iam company doctor for an organization that manu- 
factures heavy farm equipment. Most of the employees 
do heavy manual labor, and we are continually faced 
with the problem of low backaches. What specific ac- 
tion can I take to protect the company against alleged 
low back injuries? What are the pros and cons of 
lumbosacral spine x-rays as part of the pre-employ- 
ment examination ? 


A. No pre-employment examination can, with any 
degree of certainty, rule out potential back problems. 
The back of every candidate for manual labor employ- 
ment should be examined. If there is any muscle 
spasm, limited range of motion of the spine, pain on 
straight leg raising, or a disturbed reflex, that person 
should not be permitted to do heavy manual labor. The 
pre-employment lumbosacral spine x-ray is, in my 
opinion, of definite value. Osteoarthritis with mar- 
ginal exostoses on the anterior or lateral margins of 
vertebral bodies with, or without, the thinning of 
intervertebral disk spaces should certainly preclude 
hiring that employee to do heavy manual labor. The 
employee whose x-rays show congenital anomalies in 
the lumbosacral spine, such as spondylolisthesis, 
spondylosis or spina bifida defects, is more likely to 
complain of backaches later on if he does heavy man- 
ual labor than is the employee whose spinal develop- 
ment is definitely normal. 


Splenectomy 


Do you have any recent information regarding the 
sequela ef a splenectomy for traumatic rupture? My 
case in question is a 4-year-old girl. 


\ Splenectomy for traumatic rupture in a 4-year-old 
girl is of no particular consequence. It should have 
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no aftereffects. We have not found that infections 
represent a problem in the splenectomized child, but 
on the other hand do not recommend splenectomy 
before the age of 2. After that age there seems to be 
no difference in the infectious rate as between sple- 
nectomized and nonsplenectomized individuals. 

The splenectomized individual has a normal life 
span as far as we can see, and removing the spleen 
seems to have no effect on the body other than to cause 
minor, in fact, subtle, hematologic changes. Minor 
changes include a slight leukocytosis usually with an 
increased number of lymphocytes. This has no con- 
sequence whatever. Subtle changes include develop- 
ment of Howell-Jolly bodies and of target cells in a 
small proportion of the red blood cells. The hypotonic 
fragility also shows an increased resistance. In other - 
words, splenectomy is compatible with a normal life 
span and good health. 


Vesicovaginal Fistula 


Q. Early in September, 1958, I performed a hysterectomy 
on a woman because of hydatidform mole. A couple of 
weeks later a vesicovaginal fistula developed. She was 
hospitalized for two weeks, lying on her abdomen with 
a Foley catheter in the bladder. She received large doses 
of ACTH and after two weeks there was no vaginal 
discharge at all. Recently, granulation of the vaginal 
cuff increased in size with occasional bleeding, and on 
occasions in the morning the patient has a spot of 
what appears to be urine from the vagina, not to exceed 
1 ml. in volume. I am afraid to use silver nitrate 
on the granulation for obvious reasons. I am again 
starting ACTH. I have failed to find anything in the 
literature of significance in such cases. How long will 
such treatment need to be given? How long before she 
will be safe from recurrence of the fistula ? 

What can I do about the granulation tissue without 
running a chance of recreating the fistula ? 
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A. There is probably a persistent fistula of such small 
caliber that urinary leakage occurs only when the 
bladder is full. In all likelihood, the cuff of “granula- 
tion tissue” is an outgrowth of bladder mucosa 
through the fistulous tract. Cauterization should be 
avoided at this time for fear of enlarging the fistula. 
Why give ACTH, which might interfere with fibro- 
blastic proliferation? 

I would suggest having the patient wear a Foley 
catheter (attached to a rubber glove) to keep the 
bladder empty for ten days. She may be at home, 
ambulatory, on a urinary antiseptic and an antimicro- 
bial vaginal suppository each night. If, after removal 
of the catheter, urine leakage occurs, the fistula will 
not close spontaneously and should be repaired. The 
Latzko partial colpocleisis is probably the best method 
of repair under the circumstances described. 


X-ray Treatment of Thyroiditis 


Q. In the article by Carr on thyroid diseases (May, 1959), 
the section on subacute thyroiditis does not mention 
x-ray therapy. Is such treatment inadvisable? Is 
aspirin effective ? 


A. X-ray therapy for subacute thyroiditis has been 
reported to be effective, but I believe it is advisable to 
avoid therapeutic doses of x-ray in disorders which re- 
spond well to treatment that appears to be less hazard- 
ous. This is by no means a condemnation of x-ray 
therapy in disorders in which it is more effective than 
other forms of therapy or in disorders in which other 
forms of therapy have considerable hazards themselves. 
However, although corticosteroids certainly cause 
undesirable side effects in some individuals, the treat- 
ment of subacute thyroiditis does not entail such 


prolonged use of corticosteroids as, for example, :\\< 
treatment of rheumatoid arthritis, asthma, etc. Mo:e 
important, it should be remembered that conservative 
management relying primarily upon bed rest, using j10 
corticosteroids at all, is generally effective in subacute 
thyroiditis. Therefore, physicians who are concerned 
with the risk of using corticosteroids in a given paticnt 
should, it seems to me, be more inclined to use a still 
less hazardous therapy (bed rest for a reasonable time), 
rather than x-ray therapy. 

The relief of pain is, of course, an important part of 
the treatment, and aspirin, except in patients allergic to 
it, may reasonably be tried initially. However, the pain 
is often severe enough to require somewhat stronger 
analgesic agents. The New England Journal of Medicine 
for December 25, 1958 carried a report by Torikai 
and Kumaoka on the treatment of subacute thyroiditis 
with salicylate. Their results in five cases suggested 
*fa direct effect on the mechanism involved in the 
disease.” 


Use of Diuretics 


Q. Can you advise me if there is any evidence that ad- 
ministration of diuretics, as for congestive heart fail- 
ure, predisposes to or tends to precipitate thrombo- 
embolic episodes, especially in the cerebral vessels? 


A. Over the years there has been a general clinical 
hunch that the administration of diuretics, especially 
in large doses, has been related to the onset of throm- 
boembolic episodes. However, there has been no well- 
documented evidence of which I am aware that proves 
this clinical impression to be true. In my opinion, 
there is no diuretic relationship between the adminis- 
tration of diuretics and thromboembolic reactions. 


Information Costs Money 


AccorDING to an editorial in Science for February 20, 1959, 
Congressional appropriations to the Science Information 
Service of the National Science Foundation will go higher 
than ever in 1960 (see accompanying diagram). The Service 
was set up in 1958 to “provide, or arrange for the provision 
of, indexing, abstracting, translating and other services 
leading to a more effective dissemination of scientific in- 
formation, and undertake programs to develop new or im- 
proved methods, including mechanized systems, for making 
scientific information available.” The Science Information 
Service has the aim that in the future “‘any U.S. scientist 
can obtain any item of scientific information he needs, no 
matter where it originates.” 
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Height And Longevity 


(American Medical Association, Atlantic City, June 9) 
HEIGHT APPARENTLY has no effect on human longevity, 
while weight does. A study of weight, height and body 
build of more than 5,600 men and women over age 65 
showed the incidence of overweight decreasing sharply 
with advancing age beyond 65, while frequency of 
underweight subjects increased greatly. “It is clear 
that obesity reduces the life span, and that the outlook 
for thin persons is the more favorable.” There was no 
relationship between height and longevity. This “‘cor- 
rected an impression held by some investigators, and 
lay people in general, that tall people do not have as 
satisfactory a survival rate as shorter ones.” — ARTHUR 
M. Maser, M.D., New York City. 


Psychologic Value 


(Ibid., June 5) INTRAVENOUS INJECTION of sterile salt 
water produced just as great a drop in blood pressure 
as did hydrogenated ergot alkaloids, in a double- 
blind study of 108 hypertensive patients. In some, the 
reduction in pressure has lasted more than two years, 
with the placebo administered every two weeks. Oral 
administration of placebo did not reduce blood pres- 
sure. The study provides a standard for judging the 
effectiveness of antihypertensive drugs.— Raymonp F. 
GRENFELL, M.D., Jackson, Miss., and James G. Hixton, 
PH.D., Milwaukee, Wis. 


Industrial Therapy 


(Ibid., June 9) NUMEROUS PATIENTS benefit from an in- 
dustrial therapy program whereby they work at even 
fulltime jobs by day and return to the hospital at 
night. Their readiness for productive employment is 
hastened. Tuberculosis, psychiatric, physical medicine 
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and rehabilitation patients are most frequently referred 
to the industrial therapist. Evaluation shows that 77 
per cent think they definitely have benefited.— Lewis 
A. Leavitt, M.D., chief of physical medicine and re- 
habilitation service, Veterans Administration Hospital, 
Houston, Tex. 


Radiation Exposure 


(Ibid., June 11) Routine FLUOROSCOPY in heart examina- 
tions is unnecessary, and should be restricted to pa- 
tients requiring special study of abnormal heart 
motions. Physicians must exercise great caution and 
restraint in use of ionizing radiations. X-rays can ob- 
tain the same information with considerably less 
radiation exposure than fluoroscopy, even suggesting 
abnormal motions which then can be studied further 
by fluoroscope. 


Treatment of Alcoholism 


(Ibid., June 10) To TREAT THE ALCOHOLIC, a physician 
must be understanding, noncritical and patient, some- 
times for years. “Any feelings of contempt, disgust, 
superiority or criticism are quickly detected by the 
alcoholic and will negate efforts to be of help.” The 
doctor “must never consciously or unconsciously dis- 
likt the alcoholic as a person any more than he would 
a cancer victim.” The goal in therapy should be life- 
long sobriety, and the first step is to get the patient to 
recognize that he has a drinking problem.—FrRepERIcK 
LEMERE, M.D., Seattle. 


No Great Value 


(Ibid., June 10) Tranquuuzers have little value in 
therapy of skin disorders and may make some con- 
ditions worse. They were first tried, with some success, 
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on the basis that some skin ailments have an emotional 
foundation. An analysis of 740 patients, suffering 
seven skin conditions, who received tranquilizers dur- 
ing a four-year period indicated little improvement 
when they were added to standard treatment. An 
exception appeared to be nummular eczema. The 
drugs are expensive, frequently produce adverse side 
effects. They do assist in relieving itching, in pro- 
ducing sleep and allowing reduction of steroid dosage, 
but when these effects are desired, phenobarbital is 
recommended before trying a tranquilizer.— WAYNE 
Wricut, .D., University of California School of Medicine, 
San Francisco. 


Hypnosis Hazard 


(Ibid., June 11) Hypnosis 1s PROVING a useful medical 
tool in certain conditions, but physicians can do 
patients grave disservice by employing hypnosis “‘out- 
side their normal areas of competence. It takes very 
little technical skill or training to learn to hypnotize. 
I have yet to see any physician who could not be 
taught to hypnotize in 30 minutes or less.” But laymen 
also can often learn easily. One woman sought out a 
hypnotist to break her cigarette habit. She stopped 
smoking, but began compulsive eating, gaining 40 
pounds. A second hypnotist stopped her dietary ex- 
cesses, but she turned to alcoholism. A third hypnotist 
referred her to a psychiatrist; had he not, she might 
have turned to drug addiction.—Haroip Rosen, M.D., 
Baltimore, chairman of the AMA Committee on Hypnosis. 


For Stroke Victims 


(Ibid., June 8) In 40 PER CENT of cases, strokes are 
caused by blockage of arteries in the chest and neck. 
Grafts of plastic arteries can significantly benefit most 
such patients, particularly when grafts are made within 
a few days after the cerebral accident. Paralysis may 
be completely reversed and loss of memory greatly 
restored. Plastic artery grafts were placed in 133 pa- 
tients who had suffered 150 stroke episodes. Six 
received the grafts within four days after their strokes, 
and they were restored to nearly complete health. 
DeBaxey, M.D., Baylor College of Medicine, 
Houston, Tex. 


Tomorrow's Obese 


(Ibid., June 11)—Home INFLUENCES greatly determine 
whether an obese child becomes an obese adult. 
Twenty-year studies indicate a high correlation be- 
tween congenial family environment and favorable 
outcome of childhood obesity problems. Parents whose 


children won slenderness or good social adjustment to 
obesity “‘were comparatively free of anxious or punitive 
overconcern with the weight of the child.” Prognosis 
in these cases proved unfavorable when parents had 
intense emotional involvement and “unrelenting pre- 
occupation” with the child’s excess weight, or when 
diets were forced upon the children.—Hizpa Brucu, 
M.D., Columbia University’s College of Physicians and 
Surgeons. 


Good Word for Spas 


(Ibid., June 9) Natura spas, long popular in Europe, 
may well have actual medical benefits, from a study by 
six U.S. physicians. Spas may shorten convalescence 
after serious illness, through benefits of mineralized 
waters, relaxation and some degree of physical therapy. 
Water buoyancy, warmth and underwater massage 
may increase mobility of joints in rheumatism, for 
example, or lighten the workload in cardiac con- 
BrerMAN, M.D., consulting psychia- 
trist, Mt. Zion Hosjital, N.Y., heading a study com- 
mittee named by the AMA. 


Food Reduction 


(Symposium on Prevention of Obesity, New York Academy 
of Medicine, sponsored by American Heart Association) 
REDUCING FOOD CONSUMPTION 1 per cent every year 
after age 25 can prevent overweight. Food require- 
ments naturally decrease by that amount, yet many 
people continue the same food intake. Laborsaving 
devices also are requiring Americans to spend less 
and less energy in daily activity. A housewife formerly 
spent 240 calories scrubbing the family wash, and 
another 50 hauling clothes to the line. Today, she 
spends less than 15 calories dumping clothes into the 
automatic washer and pushing a button.—HERBERT 
POLLACK, M.D., New York University Postgraduate School 
of Medicine. 


Depression Hormone? 
(Eastern Psychiatric Research Association, New York, 


June 6) Dericiency of the hormone serotonin may |} 
explain depressions in otherwise healthy persons. |: 


Supply of serotonin may wear out from everyday usage 


or repeated emotional shocks. Drugs or psychotherapy | 


perhaps work by restoring the serotonin-regulating 
mechanism to restore the hormone to normal levels. 
Good results were obtained in treating 23 patients 
suffering various types of depressive mental disturb- 
ances witha new drug, nialamide (Niamid) .—THEODORE 
R. Rost, M.D., association president. 
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Annual Report 


Special Features 


of the Chairman of the Board of Directors 


1958-1959 


Presented to the Congress of Delegates 
at the Eleventh Annual Assembly 
in San Francisco, April 4, 1959 


IN CONDUCTING THE AFFAIRS of the American Academy 
of General Practice during the past year, your officers 
and Board of Directors assembled at six scheduled 
meetings. In addition, the Executive Committee con- 
vened at meetings held during the June and December 
AMA conventions. The Chairman of the Board was 
authorized to represent the Executive Committee at 
the October joint meeting of the Committee on 
Scientific Assembly, the headquarters staff and the 
local Arrangements Committee, held at San Francisco. 
Because of the advisability of AMA convention 
committees to rely upon the Academy of General 
Practice for official opinion on many important issues, 
it was recommended by the Board that the Executive 
Committee, as well as the chairmen of the three 
commissions, attend AMA meetings and participate 
in reference committee discussions when official 
Academy position is expected. The advantages of such 
arelationship have been obvious during the past year, 
and it is recommended that this policy be continued 
in the future. 

Appointments to commissions and committees at 
the spring Board meeting constitute an important 
and arduous task with many well-qualified candidates 
and a limited number of appointments. This past 
year your Board made these assignments in the most 
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democratic manner possible with open discussions 
before the entire Board. 

Reaffirmations of the policy of holding the State 
Officers’ Conference in the fall of the year at Kansas 
City to coincide with the directors’ meeting and a 
scientific program is endorsed. This type of joint 
meeting offers the opportunity for exchange of ideas 
between state and national officers. The occasion 
promotes valuable contacts with the national head- 
quarters staff. Upon recommendation of Dr. Bernard 
Harpole, 1958 State Officers’ Conference chairman, 
the Board appointed the new chairman and his com- 
mittee at the time of the conference. This enables the 
new committee to meet and function a full year in 
advance. Dr. Carroll Witten 
was appointed by the Board 
to serve as chairman for 
1959. 

It should be mentioned 
at this point that we desire 
mutual respect and cooper- 
ation between the respective 
state and national officials. 
As the national influence 
of the Academy grows, so 
too, will the state chapters 
benefit. Likewise, initiative 
and constructive policies 
instituted by state chapters 
will reflect to the advantage 
of the national organization. 


John G. Walsh, M.D. 
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Several times during the year there have been 
public criticisms of our national body emanating from 
state chapters resulting in newspaper publicity that 
bordered on the sensational. This could mean that 
the state chapters are maturing and developing con- 
structive ideas that will supplement our national 
organization’s drive to fulfill our objectives. Or it 
could mean that regional opinions are being forced 
upon our national organization by the use of the daily 
press, resulting in a growing lack of confidence in our 
American Academy of General Practice. 

It seems like a reasonable suggestion to urge the 
state chapters to be as vociferous and argumentative 
as possible on vital issues under discussion, but 
criticism should be forwarded to the national Board 
of Directors for consideration and discussion rather 
than publicizing possible dissension through the press. 
We must never forget that without a strong national 
organization we could never gain the objectives that 
we aim toward. Let us direct our criticisms to each 
other in the customary manner. Let us make a sincere 
effort to resolve differences at our national conventions. 


Appointments Reflect Academy Stature 


The growing stature of the Academy of General 
Practice is noted by the many important liaison 
committees and representatives that are selected 
during the year. It is noteworthy to mention some of 
these appointments to emphasize the far-reaching 
potential influence of our Academy. 

Dr. John P. Lindsay was named Advisor to the 
Board on Cancer Control. This position created a 
greater possibility of coordinating programs on cancer 
control in cooperation with such organizations as the 
American Cancer Society, the National Cancer In- 
stitute and the Public Health Service of the Depart- 
ment of Health, Education, and Welfare. These or- 
ganizations have recognized the importance of the 
general practitioner in the field of cancer diagnosis. 
They desire to work in closer harmony with our 
Academy. This type of an Academy program could 
offer the opportunity for organized family doctors to 
contribute a most valuable service in the field of 
preventive medicine on a mass scale. 

Upon request from the AMA Commission on 
National Emergency Care the Academy named rep- 
resentatives to serve on the Task Force on Personnel 
Training and Utilization (Dr. Cyrus G. Reznichek) 
and the Task Force on Emergency Medical Care 
(Dr. Spencer York Bell). 

Dr. Herbert L. Hartley represented the Academy 
at a meeting of the Joint Committee to Study Para- 
medical Areas in Relation to Medicine. This con- 


162 


ference was held during the June AMA meeting in 
San Francisco. The constantly increasing field of 
technical specialties, closely allied with the medical 
profession, demands that we formulate a policy of 
cooperative effort rather than a competitive approach. 
This includes the proper relationship of the Ph. D., 
the psychologist and the various skilled laboratory 
technicians, to the doctor of medicine. 

Dr. John R. Fowler was selected as the represen- 
tative on the Advisory Board of the American Child 
Guidance Foundation. He also represented the Acad- 
emy before the National Society for Crippled Children 
and Adults. 

Dr. Fred Simonton, on behalf of the Academy, 
attended the special conference on staphylococcal 
infections held at Atlanta, Ga., under the joint 
sponsorship of the National Research Council and 
the Public Health Service. This meeting was directed 
by Surgeon General Leroy Burney. 

Dr. U. R. Bryner was appointed Advisor to the 
Board on International Medical Affairs and submitted 
a report on contacts at the World Medical Association 
meeting in Copenhagen, Denmark, August 15 to 20, 
1958. 

Dr. Floyd C. Bratt and Dr. William J. Shaw were 
designated as official Academy observers at this same 
Twelfth General Assembly of the World Medical 
Association. The Board received reports from each 
observer. 

Dr. Malcom Phelps and Dr. Fount Richardson 
accepted reappointments as representatives on the 
Dependents’ Medical Care Advisory Committee to 
assist the Secretary of Defense in effectuating the 
Dependents’ Medical Care Act as it relates to medical 
service, health plans and insurance. 

Dr. Phelps has also served as Academy Advisor to 
the Armed Forces, attending many meetings in this 
capacity. He will likewise represent the Academy at 
the Second World Conference on Medical Education 
to be held in Chicago this year. 

Dr. Daryl Harvey, Academy appointee to the 1960 
White House Conference on Children and Youth, 
was also designated as representative to the meeting 
of the Council on National Organizations of Children 
and Youth held in New York City this past February. 

Dr. Robert Heerens was the official representative 
attending the National Health Forum sponsored by 
the National Health Council, held in Chicago, March 
17 to 19, 1959. 

The Academy will be host to the Student AMA 
House of Delegates at a luncheon to be held during 
their annual meeting, April 30 to May 5 in Chicago. 
Incoming president, Dr. Fount Richardson, was 
designated by the Board as Academy representative. 
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Past President R. B. Robins will address the students. 

The Rural Health Committee of the Academy 
recommended to the Board that hereafter this com- 
mittee be made a liaison committee with the AMA. 
This proposal was endorsed by the Board, and is 
recommended to the Congress. 

From this incomplete list of Academy representatives 
it becomes obvious that our relationship with other 
organizations in medical and allied fields is growing 
in importance. The Board of Directors receives many 
requests for official representation but has always 
maintained a position of selectivity, using as a yard- 
stick the desire to be of assistance in the most worth- 
while projects for the welfare of the public. 

Your Board of Directors thanks these Academy 
representatives for the great assistance they have 
furnished through the sacrifice of their energy and 
time. 


liaison Continues with JCAH 


. At the May Board meeting the chairman was 


authorized to proceed with a letter of application for 
membership on the Joint Commission on Accredita- 
tion of Hospitals. The letter was duly submitted to 
the governing boards of the respective participating 
organizations that comprise the commission. This 
action was pursuant to a Congress of Delegates 
resolution of last year directing the Academy Board 
to seek the position vacated by the Canadian Medical 
Association. 

Each of the participating commission member or- 
ganizations rejected the Academy proposal. Sub- 
sequently, the AMA was assigned the vacancy on the 
commission. 

The Academy position in applying for membership 
on the Joint Commission was based upon a number of 
years’ experience in formulating regulations for gen- 
eral practice departments in hospitals, a constructive, 
realistic attitude toward the conscientious intentions 
of the Joint Commission and a willingness to make a 
contribution toward a better standard of hospital 
practice. 

The rejection of the Academy proposal places a 
greater responsibility upon the Joint Commission 
representatives to strive for a better understanding 
of the general practitioner and his hospital privileges. 
The Academy Board feels that more could be ac- 
complished by a closer relationship than exists today. 

The chairman of the Board requested permission 
of the Joint Commission on Accreditation of Hos- 
pitals to arrange an appointment for an Academy 
tepreseiitative to present the proposal that credit 
be given: for attendance at general practice department 
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clinical review meetings. Dr. Charles Cooper, hos- 
pital commission chairman, presented this application 
before the JCAH assembled in Chicago on December 
6, 1958. This request has been referred to a committee 
of the commission for further study. 

The Academy has cooperated fully with the Joint 
Commission in maintaining that there be one standard 
of the quality of medical care in hospitals. This 
position is vital to the future of general practice, 
since it recognizes that quality medical care be judged 
for the specialist and the general practitioner alike 
by representative committees on hospital medical 
staffs. 

This declaration and general agreement may assume 
an all-important position in organized medicine’s 
future dealings with “Third Party Insurance Pro- 
grams.” The AMA in the near future will complete 
the study of a relative value fee schedule. Future 
compensation for medical services will be based on 
a unit value and multiples of that unit commensurate 
with the type of service. 

The Academy of General Practice has repeatedly 
endorsed the principle of one standard of proficiency, 
and this standard will carry through into the field 
of comprehensive health insurance based upon a 
specific fee for a specific service rendered. It would 
be contrary to all previously accepted principles to 
consider any plan that compensated to a greater degree 
one doctor than another for a similar service rendered. 

The AAGP can offer assistance to the AMA in 
establishing sound principles for dealing equitably 
in the ever-increasing field of comprehensive health 
insurance, whether rendered in or out of the hospital. 


Insurance Committee to Report to Board 


During the year the activity of the Academy In- 
surance Committee attracted the Board’s attention 
to this phase of Academy function to a greater extent 
than in previous years. The Insurance Committee 
Chairman, Dr. Norman Coulter, appeared before the 
“Board at the September meeting in Kansas City and 
presented proposals for a group life insurance plan 
and a group retirement plan. 

The Board of Directors by unanimous agreement 
affirmed a policy of closer relationship between the 
Insurance Committee and the Board. The Board 
has realized that the insurance programs are develop- 
ing to the status of a rather large business venture. 
Prior to this year the committee has acted upon recom- 
mendations emanating from the annual meeting of 
the Congress of Delegates. 

At the September meeting the Board unanimously 
passed a motion directing that henceforth all reports 
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and recommendations for future projects be re- 
viewed and sanctioned by the Board of Directors prior 
to any promotional activity. This action is attune to 
the existing relationship between all commissions and 
committees to the Board of Directors in the interim 
between the annual meetings of the Congress of 
Delegates. 

As a result of this action the Board proposed that a 
Commission on Insurance be established in order that 
continuity of membership be maintained, and so that 
the chairman could easily establish liaison with the 
Board. The substitute amendment submitted by the 
Constitution and By-Laws Committee was subsequently 
endorsed by the Board. 

The Board recognizes the great contribution that 
Dr. Coulter and his committee are making to this 
Academy program. 

Upon recommendation of the Executive Committee 
the Board accepted a $10,000 grant from Smith, 
Kline and French Laboratories, to be used by the 
Mental Health Committee. Dr. Wiginton’s presenta- 
tion of this proposal carried with it no obligations 
other than that the funds be used to foster mental 
health programs and to promote the education of 
general practitioners in the field of mental health. 

The Board established a policy of appointments to 
the Scientific Assembly Committee. One of the third- 
year members of the committee shall serve as chairman 
of the Scientific Assembly and the other as chairman 
of the Subcommittee on Scientific Exhibits. 

Dr. Walter Sackett was appointed chairman of the 
Subcommittee on Scientific Exhibits for 1959. Pre- 
vious Board action designated Dr. Garra Lester 
chairman of the Scientific Assembly for 1960. 

The Board’s function relative to the Scientific 
Assembly for 1959 was made most simple by the 
capable chairman, Dr. Herman Drill. His excellent 
program was completed almost a full year in advance 
of the meeting. 

Dr. Floyd Bratt was appointed chairman of the 1960 
Invitational Post-Convention Scientific Assembly. Dr. 
James Perkins and Dr. Paul Read complete the com- 
mittee. Through the energies of Dr. Norman Booher, 
1959 chairman of the post-convention meeting, this 
type of program has gained an important position 
on the Academy agenda. 


Foundation Established 


The 1958 Congress of Delegates by resolution 
directed the Board to establish “‘an educational and 
research foundation for the purpose of obtaining 
funds and supporting research on the nature and scope 
of general practice. . .” 
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It is my pleasure to announce that this has bccn 
accomplished. 

Executive Director Mac F. Cahal, in cooperation 
with a law firm in Kansas City, presented Articles of 
Incorporation that were approved by the Board. The 
Foundation qualifies as an approved charitable founa- 
tion for which contributions may be deducted under 
Section 170 (c) of the Internal Revenue Code. 

The Board of Directors met in special session in 
December at Minneapolis and elected a 12-member 
Board of Trustees of the American Academy of 
General Practice Foundation. The Foundation by- 
laws were adopted. Present and in consultation at 
this meeting was a representative of the law firm 
of Bundlie, Kelley and Maun of St. Paul, Minn. 

The first meeting of the Board of Trustees of the 
Foundation will take place during this Eleventh An- 
nual Scientific Assembly. 

By action of the Executive Committee on December 
4, 1958, the chairman of the Board was authorized 
to make formal application for representation of the 
AAGP on the Advisory Board for Medical Specialties. 
Following written application I was invited to per- 
sonally present the Academy proposal before the 
Committee on Standards meeting in Chicago, Feb- 
ruary 6, 1959. 

The Academy proposal was made upon our basic 
founding principle—medical education in general 
practice. A review was made of the many facets of 
medical education involving different committees of 
the Academy. Stress was placed upon the endeavor 
to elevate the standards of general practice training 
through more adequate residency programs. The 
dependence upon specialist teachers in a well-organ- 
ized teaching program was emphasized. A survey of 
Academy participation in graduate and postgraduate 
educational fields leaves little doubt of the influence 
the Academy is exerting on future medical practice. 
The Academy position in this presentation before the 
Advisory Board centered attention on the objective 
of a desire to help shape the future of general practice 
on a high level of education in cooperation with 
medical school educators, specialty groups and hos- 
pital organizations. 

Although the Academy is not a specialty organiza- 
tion, it is a special organization vitally involved in 
education and in close relationship with the various 
18 specialty groups and the four other organizations 
comprising the Advisory Board for Medical Specialties 
—namely, the Association of American Medical Col- 
leges, the Federated Boards of Medical Examiners, 
the Council on Medical Education and Hospitals of 
the AMA and the American Hospital Association. 

It is with a confident approach that we anticipate 
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an agreement with the Advisory Board resulting in a 
more effective liaison with the specialty groups than 
we have experienced in the past. Future official meet- 
ings and discussions are being planned. 

During the year the Board accomplished a re-evalua- 
tion of the relationship between the administration 
and the Board of Directors. No such critical analysis 
has been made in a ten-year period. 

The chairman of the Board appointed a committee 
of three consisting of Dr. Fount Richardson, chairman, 
Dr. Malcom Phelps and Dr. Albert Ritt. This commit- 
tee made a thorough study and survey of the internal 
control of the Academy. 


When the Academy sought an executive director’ 


some ten years ago, the selection was made on the 
basis of quality. The most capable executive available 
was employed. This man guided the Academy in the 
formative years with a knowledgeability that could not 
be excelled. As years passed and the Academy grew 
many of its members gained in importance and promi- 
nence in organized medicine. 

The evolution of the Academy had produced a de- 
sire on the part of officers to expect the executive di- 
rector to confide in them in more detail concerning all 
activities directly relating to the Academy or any of 
its programs. 

When the Board accepted the special committee’s 
report in February, and the committee was perma- 
nently dismissed, several important points developed 
after analyzing this decade of Academy progress. They 
are as follows: 

(1) The Board has affirmed its faith in our executive 
director and his staff and his efficient management of 
our affairs. 

(2) The Board of Directors recommends that the 
closest possible cooperation be maintained between the 
executive director and the entire Board relative to all 
matters involving the executive director resulting from 
his official position. 

(3) Specific recommendations have been made by 
the Board of Directors in consultation with our execu- 
tive director regarding the internal control of the 
Academy. These policy matters have been referred to 
the Finance Committee. 

Without the cooperation and understanding of our 
executive director, this new approach to a greater 
mutua! respect could not have resulted. Likewise, with- 
out the complete appreciation of the entire Board of 
Directors and its thoughtful, conscientious attitude of 
responsibility, this cementing of good will could not 

ve occurred, 

The aftereffects of this phase in our maturity can 
do onl, one thing. It will begin an era of greater mu- 
tual resect at a time when the Academy stands at the 
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crossroads of many important decisions relating to the 
future of general practice. 

According to the existing by-laws the chairman of 
the Board is the only ex officio member of all Academy 
committees. This is an absolute necessity in order to 
correlate all Academy functions. In discussions this 
year and then by motion, the Board recommended that 
the president, official spokesman for the Academy, 
should also be designated an ex officio member of all 
committees. The intent is simply to foster a closer 
liaison with committee and commission activities. 

One of the most far-reaching and important com- 
mittees involving our Academy is the Committee on 
Preparation for General Practice. Three Academy 
members are appointed to this committee of the Ameri- 
can Medical Association. In June the committee will 
make a report to the House of Delegates of the AMA, 
meeting in Atlantic City. Recommendations for future 
minimum standards in general practice training will 
be advanced. 

This year our representatives on the committee have 
been Dr. Malcom Phelps, Dr. John S. DeTar and Dr. 
Jesse Rising. We can easily sense the inevitable differ- 
ences of opinion encountered by these Academy mem- 
bers when it is noted that none of the other committee 
members are practicing physicians but rather limited 
primarily to the field of administration. 

We have been fortunate during the past two years 
to have Dr. Holland T. Jackson serving as chairman 
of the MUSE Committee. He has kept the Board well 
informed regarding a proposed program for residency 
training in general practice. The Board has made an 
attempt to correlate activities of the MUSE Committee, 
the Subcommittee of the MUSE Committee to study 
the feasibility of a Board of General Practice and the 
Education Commission programs under the chairman- 
ship of Dr. Carleton Smith. 

At the same time that we of the Academy are en- 
deavoring to formulate the most ideal future general 
practice training program, there are others in the 
medical education administrative field who are at- 
tempting to shape the course of general practice with- 
out the experience, consultation or consideration of 
the Academy. 

Without a proper insight into the situation it is pos- 
sible for organized medicine to adopt a plan for the 
future general practitioner that would be contrary to 
the basic principles promulgated by the Academy of 
General Practice. We must set our plans to avoid that 
possible eventuality. 

The transactions of your Board of Directors during 
1958-1959 were facilitated by an attitude of complete 
cooperation from the officers and directors. I wish to 
thank these dedicated individuals at this time for the 
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great contributions they offered throughout the year. 
This report would not be complete without including 
a note of appreciation to Mr. Mac F. Cahal for his effi- 
cient manner of organization that made the chairman’s 
position easier. To Miss Helen Cobb, secretary, we 
offer our sincere gratitude for her most courteous, 
capable services throughout the year. 


Supplemental Report of the Chairman of the Board (No. 1) 


Tue Boarp or Directors has discussed the report of 
the MUSE Committee on pages 109 to 117 of the 
handbook and desires to submit the following report 
of the Board. 

The Board by unanimous action recommends that 
Item 5 among the recommendations appearing on page 
117 of the handbook be deleted and that in lieu thereof 
the following be substituted: 

(5) That the MUSE Committee be relieved of any 
responsibility for study or liaison concerning a pro- 
posed board of general practice but that the Board of 
Directors be authorized to continue its liaison with 
the General Practice Section of the AMA on this 
subject. 


Supplemental Report of the Chairman of the Board (No. 2) 


Tue Boarp or Directors has discussed the annual re- 
port of the Commission on Legislation and Public 
Policy and presents the following supplementary 
report. 

The Board of Directors recommends that the portion 
of the annual report beginning on page 76 with ‘Pub- 
lic Policy”’ and ending with the italicized portion on 
page 78 be referred back to the commission for further 
study for the reason that it presents certain conflicts 


in established policy. 


Supplemental Report of the Chairman of the Board (No. 3) 


FoLLowinG MEETINGS with representatives of the Ad- 
visory Board of Medical Specialties the Academy has 
accepted an invitation to establish a liaison committee 
with the Advisory Board. 

Three Academy members will be named to the 


committee. 


Supplemental Report of the Chairman of the Board (No. 4) 


Tue Boarp or Direcrors has discussed the report of 
the AMA Committee on Preparation for General Prac- 
tice and submits it to the delegates for information 
with an expression of appreciation to the AMA Com- 
mittee for its efforts in behalf of family practice. 
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Office Insurance Form 


INSURANCE FORMS continue to complicate office syst« 1s 
procedures. Despite praiseworthy efforts to devei.p 
distribute a standardized form satisfactory to all ; ari 
doctors often contend that they must cope with « | 
plicity of forms that are unnecessarily complex. 

Two general practitioners in Oakland, Calif., desig 
form that, for their purposes, has proved very satisfa 
Drs. S. C. Houston and B. K. Wilson report that now 
the forms have been returned nor have they yet been 
quested to furnish additional information. They add 
*it has literally taken the headache” out of their insu 


information. This in no way should be construed as 
endorsement but is, instead, simply another attempt to 
how other readers solve their medical practice problem. 

—Pus.isum 


MEDICAL AND SURGICAL INSURANCE REP 
S. C. Houston, u.v. and B. Kent Wilson, m.v. 
3 Court Street, Woodland, California 


This is the standard form we are now using for all insu 
companies. Any further information requested will necessita 
$10.00 clerical fee, payable in advance. 


Clinical Summary: 
Chief Complaint: 
Pertinent history and physical findings: 


Complete: Partial: 
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“OTHE DOCTOR AND HIS LIFE PLANNING’ 


GP is privileged to publish a series of eight articles 

on medicoeconomic problems affecting physicians today. 
Fight authorities discussed these problems 

ata recent Buffalo, N.Y., forum sponsored 

by the Erie County (N.Y.) Medical Society 

and The Wm. S. Merrell Company. 

This is the sixth article of the series.—PUBLISHER. 


Problems and Considerations 
in Investment Selection 


CARL HOLZHEIMER 


THE ATTEMPT to present something “new” or “‘differ- 
ent” strikes me as being similar to the problems that a 
physician would face if called upon to address a lay 
audience on basic diagnostic procedure with “new” or 
“different” thoughts. It is not likely that the problems 
facing a diagnostician differ materially from those he 
faced a few months ago, nor is it likely that the tech- 
niques leading to a correct and useful diagnosis differ 
materially over a short period of time. 

While it is probable that long periods develop en- 
tirely new techniques, be it in the field of medicine or in 
the field of investment, these things are evolved slowly 
and seldom offer opportunities for novel suggestions. 

It is still important that you consider first and fore- 
most your own personal needs and, particularly, that 
you determine your cash requirements before launch- 
ing an investment program. You and you alone must 
decide how much money you should have in the bank. 
It is a matter of your own comfort, of your freedom 
from financial worry. Some of you may feel quite com- 
fortable with modest amounts representing a few months 
of living expenses; others will be uncomfortable unless 
the bank account runs high enough to cover ex- 
penses for six months, a year or perhaps even longer. 
Your cash decision is point number one. It must be 
made before you look to investment problems. In- 
surance needs need consideration after cash decision. 
With these fixed and future cash amounts prede- 
termined, you are now ready to select investments. 

Talking about you and your personality may seem 
somewhat unrelated to questions about investment 
selection, yet I believe they are paramount. Your own 
Personality must be the key to your investment ap- 
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proach. I have met many psychosomatic investors; 
physicians who are distinctly uncomfortable, perhaps 
alarmed to the point of genuine distress if they pick up 
a newspaper and find that their 100-share stockhold- 
ing in U.S. Steel declined five points. The day is ruined, 
the mind is distracted and the patients that follow are 
likely to receive less than their best. Yet these same 
doctors are often able to maintain a substantial real 
estate investment with complete calm because there is 
no posted quotation, there is no financial page. to 
which they look each day, so they can be utterly ob- 
livious to the fact that it can fluctuate by percentages 
much greater than those that affect U. S. Steel or any 
other actively traded security. 

If you feel you are prepared to arrange your invest- 
ments coldly and factually, making an approach not 
too dissimilar from the scientific approach you use in 
medical research, the fol- 
lowing points may be of 
some help. 


Investment Management 


First, you must decide 
whether you intend to man- 
age your investment pro- 
gram or whether you are 
primarily interested in se- 


Carl Holzheimer, a Chicago invest- 
ment consultant, points out that both 
inflation and dynamic growth are 
basic keys to the selection of in- 
vestments. 
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lecting some outside individual or group to manage 
the program for you. I would urge the second course 
for reasons very similar to those that would persuade 
you to urge that I not only accept your diagnosis that I 
have disease “X” with complications “A,” “B” and 
“C,” but that I also accept your judgment as to the 
medication and treatment that should be followed. This 
is your field and you would properly feel more quali- 
fied to guide me rather than giving the diagnosis and 
then turning me loose to handle my own medication 
and treatment. 

If you decide to use outside experts, you would first 
consider professional investment counsel. It is expen- 
sive as good medicine is expensive. It is cheaper as fine 
medicine is cheaper. Ordinarily, individualized invest- 
ment counsel work is available only to those with in- 
vestment funds that are rather substantial. In this 
sense, substantial usually means funds in excess of 
$100,000. 

If your problem relates to lesser sums there is no 
ideal answer insofar as the selection of common stocks 
is concerned. But a reasonable compromise is available 
through the purchase of sizeable, well-established, well- 
rounded investment trusts. Here monies are pooled, 
expert statistical management is provided and the re- 
sults are roughly average, but in this sense “average” 
is substantially better than results likely to be achieved 
by a busy individual devoting spasmodic and un- 
organized time to security selection. 

If neither of these approaches appeal to you, you 
may find the help you need through some individual in 
the trust department of a bank, in a brokerage firm or 
in an underwriting house. I use the word “indi- 
vidual” advisably, as it is the individual who will bring 
you that peace of mind and freedom from worry upon 
which your successful professional life depends. 

If you decide to make the selections yourself, you 
must first consider the sources of information available 
on both securities and business conditions. They are 
legion, they demand discriminating selection and de- 
tailed attention. They demand a lot of time. 

Many brokerage firms and investment houses have 
daily, weekly or monthly market letters which ex- 
amine the business and the market situation and dis- 
cuss individual securities. These services are usually 
available free, it being assumed that if you decide to 
invest, you will use the brokerage house that provided 
you with the market services. You will have to learn 
from the studies you make which firms are most likely 
to serve you well. Of course, you will have to read the 
financial pages of the daily press, or perhaps subscribe 
to one of the leading financial publications. A subscrip- 
tion to either the Wall Street Journal, Barron’s, 
Finance Magazine or Forbes would be useful. 
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Depending upon your time, inclination and thc 
money you consider it proper to spend, there are ex- 
cellent services available from Standard Statistics, 
Investographs, Value Line, Moody’s, Fitch and many 
others. The costs usually run from $50 to much higher 
amounts. Some of the services merely give you factual 
information on the basis of which you can form your 
own conclusions, others reach conclusions and make 
specific recommendations. 

Detailed information on leading companies is availa- 
ble through the companies themselves. Their regular 
financial reports are literally mines of information. A 
company’s filed reports with the New York Stock Ex- 
change, (if it is a company listed on that Exchange), or 
with the Securities and Exchange Commission, (if it 
has recently issued new securities), are very compre- 
hensive and thoroughly reliable. There are also many 
technical services, studies based upon market moves, 
designed to indicate points at which to buy and points 
at which to sell. Some have proved helpful; all require 
deep understanding and persistence if reasonable re- 
sults are to be obtained. 


Relate Plans to Current Conditions 


Whatever your plans, it is vital that they be related 
first and foremost to the actual world in which we live. 
Any reliance on historic tradition is dangerous and 
almost certain to fail. This results from the fact that 
our current managed economy is not one with historic 
precedent in this country. Once upon a time bonds 
were “conservative,” stocks were “speculative.” It is 
not beyond the realm of probability that the words 
should now be reversed. 

Certainly that is a strong probability if we relate in- 
vestment results either in long-term income, or capital, 
to purchasing power rather than fixed dollars. We 
have just witnessed a situation in which Treasuries de- 
clined 12 per cent in a matter of a few weeks, this being 
more than half of the entire percentage decline in the 
recent bear market that brought the Dow-Jones In- 
dustrial Average from 521 in May 1956, to 421 last fall. 
This probable shift in the speculative nature of bonds, 
as contrasted with stocks, is clearly based upon a com- 
bination of inflation and normal growth. 

Inflation is so discussed, so argued about and almost 
always without precise definition, that the word loses 
meaning. Wage rates continue to rise, costs of living 
continue to rise, federal deficits persist and grow, the 
operation of the full employment act of 1946 requires 
governmental assistance that furthers inflation and our 
gold supply is dropping. All this means that there is 
something deeply real about attitudes which Federal 
Reserve Board Governor M. S. Szymczak recently re- 
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ferred to as “‘psychotic fears of inflation in the future.” 
Whether or not the inflation fears are “psychotic,” we 
shall leave for the future to decide. There is no question 


but that the awareness of inflationary risks has vastly 


increased, so much so that it is a vital, perhaps even 
dominating influence in investment markets, and nec- 
essarily important to your own selection of invest- 
ments. 

While inflation is one basic key to the selection of in- 
vestments, ordinary, old-fashioned, dynamic growth is 
another, a much more desirable one, one that has been 
impressively in evidence in the entire postwar period. 
To the extent that growth takes care of our rising pop- 
ulation and our proper desires for continuing increase 
in the standard of living, so much the better. To the 
degree that it fails to do that or to the degree that addi- 
tional expenditures are occasioned by the world situa- 
tion or by political action, either wise or unwise, the in- 
fation problem will persist and deepen. Either way you 
must emphasize equities against bonds. 

If you do not turn over the selection job to an in- 
vestment counsellor working directly with you, or to 
the management of an investment trust where you 
participate with other shareholders, you must be alert 
to changing developments within industries and com- 
panies. You must seek the best possible opportunity 
for future earnings gain and then relate that proba- 
bility or possibility to existing prices. 

Prior to the 1957-1958 depression, the steel industry 
was properly viewed as a feast or famine business. Each 
time a depression brought steel operations sub- 
stantially below previous high operating levels, price- 
cutting developed and losses were widespread within 
the industry. Such a thing as an operating decline 
from 100 per cent to 50 per cent without major losses 
was unheard of. But the situation in 1958 was different. 
The industry suffered a tremendous decline in opera- 
tions, but maintained basic prices, with the result that 
all of the leading elements in the industry reported 
satisfactory profits for 1958. The dollar that this 


industry can earn is worth a good deal more than was 
the case before this change. A similar development oc- 
curred in the paper industry where maintenance of 
basic prices also resulted in an experience different 
from that in earlier depressed volume periods. The 
textile industry, on the other hand, has repeated its 
poor history. Price-cutting and losses abound, so 
whatever investment judgment might have been made 
of this industry a few years ago can probably remain 
unchanged, while it is necessary to upgrade your in- 
vestment opinion of both steel and papers. Physicians, 
along with Blue Cross, Blue Shield and probably 
general prosperity, are greatly responsible for another 
industry change. The drug industry is now in the fore- 
front of growth and securities of its leading companies 
are much in demand. 

Changes such as these and the inevitable errors that 
are unavoidable argue continuously for careful diversi- 
fication. “Don’t put your eggs in one basket” still 
makes sense. Don’t put more than 5 per cent of your 
investable assets in any one company, and don’t invest 
more than 15 per cent in any one industry. Diversifica- 
tion will not make you rich, but it will prevent your 
going to the poor house and will minimize the mental 
strain of unfavorable developments. 

Whatever you do, take a long-term approach. A few 
months ago depression was so widely believed, dis- 
couragement so widespread that I urged people to 
avoid the momentary concerns about 1958 and to set 
their program for a long, continuing inflationary 
trend. In a very different environment now I would 
urge you to avoid nervousness or major concern about 
the present apparently high level of common stocks. 
Obviously, a move of 100 points without basic correc- 
tion can develop in intermediate reaction at any time 
and for any reason. Allowing such possibilities, to in- 
fluence your investment selection or its implementation 
is dangerous and very speculative. Emphasize the long 
term and continue to assume some upward-moving 
combination of growth and inflation. 


Obstetrics 


GP August 259 


Tuis worD comes from the Latin “ob,” meaning over, against, toward or facing, and the 
Latin “stare,” meaning to stand, and thus we get the Latin word “‘obstitere,” meaning to stand 
by, near or before. Because in ancient Rome, delivery was the business of women or mid- 
wives, we have the feminine ending added to “obstitere,” thus giving us the Latin term “‘ob- 
stetrix,” or midwife. Hence an “‘obstetrix” is literally a woman who stands by, near or before 
the woman in labor in-order to help her deliver. Thus our modern “obstetrician,” turns out 
to be a male midwife, who descended to us from the ancient Roman “‘obstetrix,” or midwife. 
The terms midwifery and midwife were in common use up until the end of the nineteenth 
century, but have now been replaced by the Latin obstetrics and obstetrician.—The Story 
Behind the Word, by Harry Wain, M.D. 
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BEFORE WE LOOK AHEAD, we should take a backward 
glance at where we have been. While history may not 
repeat itself, we should, by looking at the historic past, 
learn some of the pitfalls that may lie ahead. Especially 
so, when 30 years ago to the day after the worst stock 
crash in history, people were wondering if there would 
be any survivors. 

But we don’t have to go back that far. Let’s go back 
only ten or 12 years. The economic environment is 
completely different than it was in the boom period 
from 1946 through 1957. 

After ten years of recession and four years of war, 
the people of the country were adjusting their attitudes 
and living standards to a new and higher plateau. Dur- 
ing the war years industry concentrated on producing 
supplies for the armed services; people were told to 
save their money, buy war bonds and when the hostili- 
ties ceased, they could have 
all the things they wanted 
and money with which to 
buy them. 

The war ended. Every- 
one went on a spending 
spree. Houses, automo- 
biles, washing machines, 
refrigerators, television sets 
—you name it, people 
bought it. As a result, busi- 
ness generally found itself 


John G. Forrest is business and 
financial news editor of the New 
York Times. 
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“(THE DOCTOR AND HIS LIFE PLANNING’’ 


GP is privileged to publish a series of eight articles 
on medicoeconomic problems affecting physicians today. 
Eight authorities discussed these problems 

at a recent Buffalo, N.Y., forum sponsored 

by the Erie County (N.Y.) Medical Society 

and The Wm. S. Merrell Company. 

This is the seventh in the series. —PUBLISHER. 


Long-term Look at Your Financial Plan 


JOHN G. FORREST 


in a continuous sellers’ market, on a scale undreamed 
of before the war. 

That’s what kept the economy of the country rock- 
ing and rolling along through the boom years until 
1957. Of course, we had a couple of setbacks, but 
nothing serious. You physicians have undoubtedly 
had the same experience with some of your patients. 
They are recuperating at a rapid rate and some minor 
complication sets in. You change the medicine. That 
is what the government did when the boom slipped a 
little. The Federal Reserve Board cut the interest rate; 
they changed the economic medicine. 

Naturally, when things began to look a little better, 
another change was made in the economic medicine. 
Money became harder to get as rates increased on the 
theory that it would prevent undue speculation. Like 
a number of theories, it worked at times. It wasn’t the 
panacea to cure all the economic ills that the nation 
had. 

Early in 1957 it became evident that the rush to 
build new plants to produce more and more durable 
goods was topping out. The pent-up demands of the 
public were being met—and then some. Goods began 
backing up in the warehouses; people were a little bit 
more selective, even under the pressure of rising prices. 
Newspapers told the story of increased inventories; 
higher money rates if you wanted to borrow money, 
and the public, now satisfied with all the household 
gadgets that did everything except make money, (the 
bulk of it bought on the installment plan) demanding @ 
cut in taxes. 

The reverberations were heard all the way to Wash- 
ington. And Congressmen, being politicians at heart, 
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began to take notice of what was happening. The fact 
that 1958 was a Congressional election year—and many 
were up for re-election—perhaps had something to do 
with their decision. Corporations don’t vote, but 
people do. Therefore, the easiest and most painless 
thing to do was cut back on defense orders. That was 
in the latter part of 1957. 

The Federal Reserve Board also went into action. 
They increased monetary restraints, boosting the in- 
terest rate. This was to contain a boom that showed 
signs of flattening out anyway. With the cutback in de- 
fense orders, the principal villain in the piece was 
the liquidation of inventories. Manufacturers needed 
money to meet their loans and the quickest way to get 
it was to dump their surplus inventories at the best 
prices they would bring. 

In the third quarter of 1957, inventories were ac- 
cumulated at an annual rate of $2.2 billion. After the 
cutback in the first quarter of this year, they were 
liquidated at the record annual rate of $9.5 billion. The 
patient was beginning to sink fast. And, as you all 


ned FI know, dangerous diseases require dangerous remedies. 

The so-called “‘built-in” stabilizers—roadways, public 
ck- building construction, etc.—were tried. 
ntil There was a recovery in some sections of the 
but ff economic health. The two divisions worst hit were 
-dly Ff automobiles and steel. And campaigns began all over 
nts. # the country, with the slogan “You Auto Buy Now” to 
nor § help the economy. What a commentary on our stand- 
That J ard of living! Twenty-five years ago people were asked 
ed a B tobuy an apple on street corners for a nickel; now they 
ate; J were asked to buy an automobile for $3,000. 

There’s no doubt about it, our standard of living has 

tter, certainly improved. 
“ine. § In addition to the “built-in” stabilizers, we did have 
L the a great deal of old-fashioned luck. The Sputniks scared 
Like the Administration and Congress out of being econ- 
t the omy-minded at the wrong time. But the important 
ation thing is that the pubiic was never really scared— 

merely cautious. The effects of the recession have been 
sh tf modified, but not eliminated, for the inflationary po- 
rable tential still exists. 
the 
yegan 
le bit Health Improved 
rices:# At the present time, we find the economic health of 
ortess {the country has improved. Employment has increased; 
oney; normal working hours have been restored and 
chold H fears of being laid off are diminishing. Payroll en- 
> (the velopes are fatter; consumer debt lias been worked 
ding 44 down and savings increased. 

There are small month-to-month increases in con- 

Wash- ‘umer incomes. This is due to higher farm incomes, 
hearts} higher Wage rates, bigger government handouts and 
umber August i959 


bigger defense spending. Department store sales are 
showing gains. Building construction totals are ahead, 
due partly to a stimulated low-cost housing market 
and partly to higher spending for all kinds of federal, 
state and local projects. 

Electric power output which, incidently, is a good 
index of the country’s overall standard of living and 
production (you can’t store electricity when it’s made), 
shows an increase. Nonferrous metal prices, which 
slumped earlier and deeper than most of the economy, 
are rising. 

The automobile industry is one exception. This in- 
dustry found profits curtailed or losses increased, not 
only by substantially lower sales and “wildcat” strikes, 
but also because of the earlier introduction dates for 
new models. As a result, this threw a larger share of the 
heavy changeover expenses into the third quarter of 
the year. 

Despite this seemingly “‘rosy”’ picture, there is every 
indication now that business generally will have to go 
through at least two or three years of a buyer’s market, 
with overcapacity, overproduction and oversupply. 
This will put a severe pressure on prices and profit 
margins. 

A continuing increase in government spending lies 
ahead. Although prospects at the moment are for a $10- 
to $12-billion deficit, perhaps the pick-up in profits and 
earnings will cut it down. However, state and local 
expenditures show no sign of leveling off. This means 
higher taxes as well as continuous pressures on the 
capital market for borrowed money. 

Some people will point out that the increase in popu- 
lation means a bigger market for the goods produced. 
Don’t be fooled by this idea. Certain age groups are po- 
tential candidates for certain products. However, an 
increase in population per se is no guarantee of 
corporate prosperity. In this country, babies result 
from good business, not vice versa. 


Periodic Review, Prompt Revision Pay 


Regardless of how you operate your financial affairs, 
you can’t delegate responsibility 100 per cent. High 
income taxes, decreasing purchasing power of the dol- 
lar and declining interest rates all take their toll. Since 
any program you make is going to include several com- 
promises, realities must be faced. You should make a 
periodic review of the entire plan and make prompt 
revisions of any part to meet changed conditions. 

In the early part of the century there were hundreds 
of men and women who instructed their trustees to 
confine their investments to New Haven Railroad stock, 
which at the time, was one of the bluest “blue chips.” 
You can imagine what happened as the fortunes of the 
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railroad declined. Don’t fall in love with a stock. Times 
and conditions change; so do securities. 

Changing technologic conditions bring about many 
changes. If you try to look ahead five years, you’re on 
the right track. But again, look your plan over carefully 
and change it to meet changing conditions, as one 
company did. 

Years ago, American Ice operated on the Hudson 
River. They cut ice in the winter, stored it in sawdust 
at various points for withdrawal when the hot summer 
days came along. It was a good, prosperous business. 
Then someone conceived the idea of making ice 
mechanically by using ammonia. Now an ice company 
could put its plant down in the larger cities near the 
customers. The day of cutting ice on the river and 
storing it for summer was beginning to fade. So was the 
market price of the company’s stock. 

Someone in management woke up in time. The 
company decided to manufacture its ice. It did, and 
regained the markets it was losing to competitors. 
Along came the idea of electrical refrigeration in the 
home. Again the company faced losing its market. 
American Ice then began to manufacture ice cubes for 
restaurants and clubs. 

The company changed to meet the problems it never 
dreamed of. That’s what you must do with your 
financial affairs. Perhaps you say to yourself ‘‘I haven’t 
the time.” Take time. One round of golf missed will do 
the trick. After all, it’s your money. 

Looking five years ahead, the country will be better 
off than it is today. From your securities point of view, 
think of the new pharmaceuticals, electronics, petro- 
chemicals—a field that didn’t even exist ten years ago. 
With the development of missiles, airframe construc- 
tion may sink some of the airplane companies. It will be 


a long time before atomic power will replace coal, «i 
and gas, so those companies will still be in business, 
But you will have to watch and study them. 

Think of the new jet airliners. More than 500 are on 
order by the world’s airlines. Of these, 408 are being 
built by three great American companies—Boeing, 
Douglas and Convair. Almost all Boeing and Douglas 
jets will have Pratt & Whitney engines, and Pratt & 
Whitney is a division of United Aircraft. 

Think of the fuel the jets burn. It’s a form of kero- 
sene. In flight for example, a jet such as the Boeing 707 
will burn up 2,200 gallons of fuel an hour. That’s 
about four times the rate of a DC-7. They gulp fuel at 
the rate of 700 gallons an hour just idling on the 
ground. 

Nonstop from New York to Los Angeles, the 707 
will require 8,300 gallons of fuel. But they will actually 
take on board 12,500 gallons for a 50 per cent safety 
margin. In the first two and one-half minutes of opera- 
tion, a 707 will burn 300 or more gallons of fuel, plus 
about 1,000 gallons of water (the water “‘cools” the 
burning and increases power for the take-off and 
climb). The planes will use another 1,400 gallons in 
climbing to the cruising altitude of 31,000 feet. 

Yes, the oil companies will be in business five years 
from now. 

There are four main reasons people save money: 
for emergencies, disability, old age and death. Did you 
ever stop to realize that every one of them is beyond 
your personal control? 

The only thing a person can do is to recognize the 
risks involved and do everything in his power to plan 
for them. Then, when the blow falls, the financial effect 
on him and his dependents will be minimized—if 
not entirely eliminated. 


Interstate and Foreign Commerce Committee 


ConcressMAN OreN Harris, chairman of the House Interstate and Foreign Commerce Com- 
mittee, has explained why that committee is concerned with health. Addressing the Thir- 
teenth Annual Conference of Presidents and Other Officers of State Medical Associations inf by 
New York, Mr. Harris said that since colonial days our country has depended on merchant 
vessels to bring goods from foreign lands and to carry our exports abroad. Merchant seamen 
manning these vessels, when falling ill or becoming incapacitated, imposed an undue burden 
on local facilities and local courts in the great port cities. 

Congress in 1789 prepared a bill for establishment of hospitals for sick and disabled sea- L 
men. The Marine Hospital Service Act, approved by President Adams on July 16, 1798, 
authorized the President to take such action, but it took nine years for the act to be passed. 

The Marine Hospital Service formed the basis of the United States Public Health Service 
as we know it today. This bit of history, therefore, explains the connection between commerce 
and health which has resulted in assignment to the Committee on Interstate and Foreign 
Commerce of the legislative jurisdiction for the health problems of the nation. 
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versal Hospital Care Insurance in Canada 


ing 
Ug, D. KELLY, M. B. 
‘las 
is privileged to publish a series of eight articles 
T°" problems affecting physicians today. 
- authorities discussed these problems at a recent 
AU's Bila N.Y., forum sponsored by the Erie County (N.Y.) 
Vat Society and The Wm. S. Merrell Company. This 
the concluding article of the series. PUBLISHER. 
707 
ally 
fety 
era- 
plus 
the } I peumeve that the Canadian hospital care insurance 
and | plans which are maturing under government auspices 
s in § represent the most significant innovations of your pro- 
fessional lifetime and mine. I believe that they are just 
ears § as important for you as they are for us and I am dis- 
mayed at the lack of information of many of my Ameri- 
ney: | can colleagues on the developments which are proceed- 
| you f ing north of the undefended border. They represent 
yond § great sociologic changes which will inevitably affect 
you and your practice and I would deprecate the 
e the f tendency evident in the councils of the profession in 
plan J America to dismiss them as socialistic nonsense which 
effect § “can’t happen here.” 
d—if{ To oversimplify the constitutional position, I would 
describe your Canadian neighbor as a federal state 
similar to your own, with certain functions inherently 
____} reserved for the ten provinces and other governmental 
responsibilities the sole preserve of the central au- 
thority. Among the provincial responsibilities are those 
relating to health and education and so, when the 
Canadian government took action in April, 1957 to 
Com-J *8sist the provinces to provide universally available 
-Thir-§f hospital care insurance for all their citizens, it did so 
ions inf by passing legislation with the following title: “An 
rchant Act to Authorize Contributions by Canada in Respect 
seamen} of Programs Administered by the Provinces, Providing 
purden Hospital Insurance and Laboratory and Other Services 
in Aid of Diagnosis.” 
1798, anyone believe that this constitutes the aber- 
passed. ration of a radical government hell-bent on pushing 
Servicey “S state medicine, I would advise that this legisla- 
nmercef “8 was passed by the late Liberal administration 
Foreign a scries of conferences with provincial govern- 
ments an:!, when the measure was brought to a vote in 
Number Augus: 1959 


Parliament, it was passed unanimously. Since that 
time, two general elections have been held and even 
in the heat of a vigorous campaign there was no sug- 
gestion that this measure should be repealed or 
materially modified. The current Conservative ad- 
ministration, which enjoys a greater majority in 
Parliament than any previous government, is proceed- 
ing to implement this legislation as rapidly as circum- 
stances will permit. 

As the title of the act indicates, financial contribu- 
tions from federal funds are available to any province 
which undertakes basic hospital benefits to its citizens. 
The formula for this financial aid takes into account 
variations in fiscal need of individual provinces. In 
general, it may be stated that the government under- 
writes the plan to the extent of 50 per cent of its 
anticipated cost but in some instances, the aid to the 
provinces may go as high as 72 per cent of the esti- 
mated cost. In others, it may be as low as 45 per cent. 

The original estimate of cost of the hospitalization 
plan two years ago was approximately $365 million. 
In the intervening period hospital care costs have con- 
tinued their upward spiral at the observable rate of 
3 per cent per year and the actual cost will doubtless 
be much higher. It is possible to suggest that gross 
under-estimation is likely to have occurred and that 
our governments are embarking on a financial adven- 
ture of which they cannot foresee the consequences. I 
say this not to belittle the efforts of our governments 
or to suggest that we cannot afford to have this plan if 
we want it, but to indicate that all experience points to 
the uncontrollable nature of governmental expendi- 
tures in the health field. 

The benefits which must be made available in all 
provinces desiring to participate in the plan of federally- 
assisted hospital care insurance include the following 
inpatient services in active treatment, chronic and 
convalescent hospitals: 

1, Accommodation and meals at standard ward level. 

2. Necessary nursing 
service. 

3. Laboratory, radiologic 
and other diagnostic pro- 
cedures, including inter- 
pretations. 

4. Drugs, biologics and 
related preparations under 
an approved provincial 
schedule. 

5. The use of operating 
rooms, case rooms and anes- 
thetic facilities including 
necessary equipment and 
supplies. 


Arthur D. Kelly, M.B., general 
secretary of the Canadian 
Medical Association 
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6. Routine surgical supplies. 

7. The use of radiotherapy facilities where available. 
8. The use of physiotherapy facilities where avail- 
able. 

9. The services rendered by persons who receive 
remuneration therefor from the hospital. 

10. Such other services as are specified in an agree- 
ment. 

In addition to the basic benefits, provinces may ex- 
tend insured benefits to include outpatient services such 
as laboratory and radiologic services and emergency 
care of accident or illness. Certain provinces propose to 
extend the benefits to provide hospitalization in mental 
institutions and tuberculosis sanatoria. 

The administration of the plan remains a provincial 
responsibility and some variation in benefits will occur 
from province to province. In some instances, the op- 
eration of the plan is assumed by the provincial de- 
partment of health, and in others, administration will 
be carried out by a commission representative of those 
giving and those receiving the service. Provincial fi- 
nancing varies from a premium system, through sales 
tax systems, to provision of the cost from consolidated 
revenues. The control of the individual hospital re- 
mains with its board of governors and the governance 
of the medical staff remains where it properly belongs 
—in the hands of the doctors who constitute the staff. 
Medical services, excepting those rendered by radiolo- 
gists and pathologists to inpatients, are not covered by 


the plan. 


Doctors’ Attitudes Varied 


There are those physicians who see this as the first 
step down the slippery path to state medicine and 
who would have the profession oppose it with all its 
might, regardless of consequences and of our ability to 
influence the course of events. At the other end of the 
scale are doctors who believe that this is a wholly de- 
sirable development which will be of the utmost assist- 
ance to their patients and one which will materially aid 
the practice of medicine. . 

The official position of the Canadian Medical Asso- 
ciation was outlined in 1949 in a “Statement of Policy 
on Health Insurance” which said: 

“Additional services should come into existence by stages, 

the first and most important stage being the meeting of 

the costs of hospitalization for every citizen of Canada. 

The basic part of the cost should be met by individual 

contribution, the responsible governmental body bearing 

in whole or in part the cost for those persons who are 
unable to provide the contribution for themselves. ”’ 

If we believe now what we asserted nine years ago, 
we must agree that the current legislation goes a long 
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way to satisfying our contention that every citizen 
should have the opportunity to meet his hospital cosi, 
by insurance. Two of our provinces—Saskatchewa:: 
and British Columbia—have had universally available 
hospital insurance since 1947 and 1949 respectively, 
and the generally favorable experience of the profession 
in those provinces reassures us that the system is bene- 
ficial to both patient and doctor. 

We are, however, not without misgivings and appre- 
hensions about the operation of the plan. While I 
would not magnify them unduly, it is necessary to say 
that we do not admit that laboratory and radiologic 
services are hospital services but assert that they are 
medical services. We foresee that a sharp increase in 
utilization may readily result and we are at pains to 
insure that the revenues of these departments keep 
pace with the increased demands made upon them. 

Doctors are also interested from another very 
practical viewpoint, since we are the people who admit 
and discharge hospital patients. On the basis of ex- 
perience with other government plans, we foresee the 
likely possibility of being held accountable for the ris- 
ing costs of a universally applied service. Administra- 
tors faced with these uncontrollable expenditures have, 
in the past, imposed rules with respect to length of 
stay and other features which impinge directly on the 
work of doctors with individual patients. 

We regard with some apprehension the effect of uni- 
versal hospital care insurance on medical education at 
the undergraduate and postgraduate levels. A fully- 
insured population may be regarded as qualifying as 
private patients on admission to hospital, and special 
measures must be taken to insure that they may be 
utilized for teaching purposes. The difficulty is not 
insurmountable, but it imposes certain handicaps, 
which have not been operative in the past and will not 
make it easier to maintain the high level of professional 
education. We are convinced that the unique position 
of the teaching hospitals should be recognized and 
safeguarded in any provincial plan. 

It seems likely that one of the consequences of uni- 
versal hospital care insurance will be a sharply in- 
creased demand for admission to hospital. The re- 
sultant bed shortage will stimulate a wave of capital 
expenditure for new construction and no funds have 
been provided for this purpose in the legislation. 

I have portrayed the bare essentials of a plan of hos- 
pital care insurance which will profoundly affect medi- 
cal practice in the northern half of this continent for 
years to come. Now seven of our ten provinces have 
the plan in operation and a further two provinces have 
indicated their intention to introduce the plan at a 
later date. Great sociologic changes are afoot in the 
territory of your friendly neighbor. I would ask you to 
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regard these developments with interest and close at- 
tention. Ideas recognize no international barriers and 
itis quite possible that you may one day profit by our 
experience. 

What of the future? I would be less than realistic if 
I portrayed any evidence of a turn in the tide of social 
security, welfare measures and more and more interest 


Will the current developments in hospital care in- 
surance stimulate a demand for similar insurance cover 
for physicians’ services? Will the cost of the hospital 
plan act as a deterrent to further expenditures in the 
health field? Will coverage by the voluntary plans of 
prepaid medical care extend to all citizens? Can we 


~ categorically assert that none of our fellow citizens is 
of governments in securing health services for all the | denied necessary medical attention because of ina- 
e- [| people by insurance methods. The evidence of the in- _ bility to pay for it? 

1 § terest in health insurance is world-wide. It is true that We in the medical profession have a duty to guide 
ay | important modifications have been adopted in Aus- the developments of the future to insure that those 
ric | tralia, but it is equally true that the United States and — elements of medical practice which are worthy are 
ire | Canada remain the two major nations which have not _ preserved, and that the application of insurance tech- 
in | adopted a large measure of health insurance under _ niques does not result in a deterioration of the quality 
to — government. While you may deplore this situation, I —_of medical care or interfere with the progress which has 
ep || would ask you whether you can deny that it exists. meant so much to the profession and public alike. 
ery 
mit 
eX- 
the 
ris- wHat OTHERS ARE SAYING... 
tra- 
ve, 
What Do Doctors Recommend? 
the 

NoT A NIGHT goes by that the television set doesn’t blare forth with the above preface to a 
uni- tiring commercial. Ordinarily, I don’t listen too closely to the commercials, but last night 
nat the commercials seemed more interesting than the shows that they sponsor so I sat, listened 
illy- and watched. 

g as Never in my life did I realize that so many things could malfunction in the human body. 
cial After watching for only two hours or less, I had been convinced that I had Tired Blood, my 
» be Fat Globules were too large for normal passage, and I felt as if the inside of my head were 
odes exposed and three different gadgets were causing pain to mount up. 
aps I had also been convinced that in order to get a normal night’s sleep I had to take a pill 
“idle that would cause a little ball to bounce in bed with me, singing “sleep, sleep, sleep.” Man, I 
| we needed something for Fast, Fast, Fast relief. 
onal The next thing I knew, I found myself in the bathroom, checking to see if I had sufficient 
a sinus drainage, at the same time exhaling onto the mirror to see if my nasal passages were 
and breathing in and out enough air for normal breathing. While before the mirror, I discovered 
that my teeth were in pretty sound condition and thus was able to shout, “Look, Carolyn, 
“uni- No New Cavities!” 
y in- By the time I was back at the TV set, the “Home Remedies” portions were over and now 
e re- it was time for the cigarette cycle. I was immediately confronted with “It’s What’s Up Front 
ipital that Counts.”” The best program was sponsored by a brand that extolls the virtues of 20,000 
have Filter Traps. Can’t you just imagine having to pull smoke through that many filters? Unless 
you were a real healthy specimen, three puffs and you’ve had it. Best one of them all, in my 
r hos- opinion, is the cigarette that has a “Thinking Man’s Filter.” I guess what it means is that a 

di- “thinking man” is too busy with such trivial things as having to stop and light a cigarette, 
- knock off the ashes and so forth and this ‘Thinking Man’s Cigarette” does all these things 
nt for for you. The closing commercial for my night’s viewing was one that should be especially 
"have interesting to the housewife who cans peaches. Now they even have an electric razor that is 
s have so gentle that it will shave the fuzz off a peach without damaging the skin. Just think how 
pata much time this will save. No more peeling a peach—just shave it. 
in. the By the way, what do doctors recommend ? Most of them recommend less television and less 
you to smoking.—The Weakley County (Tenn.) Press. - 
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Annual Report of the Commission 
on Membership and Credentials 
1958-1959 


Presented to the Congress of Delegates 
at the Eleventh Annual Assembly 
in San Francisco, April 4, 1959 


THIS HAS BEEN a particularly active year for the Com- 
mission on Membership and Credentials. The net in- 
crease in members for 1958 was 1,591 as compared to 
1,095 for 1957. It is apparent that efforts of the mem- 
bership recruiting program at both the national and 
state levels are proving effective. Two meetings of the 
commission were held, one in early June, which was a 
policy meeting, and one in November, primarily an 
evaluation meeting of the work of the commission dur- 
ing the year. 

Recognizing the need for closer liaison with the offi- 
cers and working members of the constituent state 
chapters, especially in membership recruiting work, 
the commission secured the approval of the Board of 
Directors for a series of regional conferences on mem- 
bership held in each of the nine regions. Each meeting 
was attended by the commission member serving as 
regional representative of that area, and by a member 
of the headquarters staff of the Academy. The chair- 
man of the commission acted in an overall coordinat- 
ing position and also attended one regional meeting. 
Primarily, these meetings were planned to bring to the 
attention of state officers a new recruitment program 
established by the commission. The program pro- 
vided that the Academy would return to the constit- 
uent state chapter the admission fee paid for each new 
active member brought into the Academy during a 90- 
day period, commencing with the day of the particular 
regional meeting. Your commission feels that the re- 
sults of these regional “grass-roots” meetings were 
extremely gratifying, both as far as the membership 
program itself was concerned and more important, in 
explaining the materials and services available to the 
state chapters in the headquarters office. The meetings 
brought about a much closer relationship between the 
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chapter officers, the commission and the Acadei. 
headquarters. A great many valuable suggestions, ). - 
sented by the state officers who attended these region | 
meetings, were consolidated and studied by this cor.,- 
mission at its November meeting. 

In practically every instance, the state chapter o!!\- 
cers indicated a desire for better orientation in tic 
Academy’s programs through such methods 4s 
regional meetings, which bring together the commis- 
sion representative, the headquarters staff personnel 
and the state officers. The greatest benefit from the 
regional meetings seemingly was derived by the presi- 
dent-elect of the constituent chapter. The inclusion of 
this officer, more than any other elected officer, will in- 
sure the necessary continuity of operation of the 
chapter. Your commission recommends that constit- 
uent chapters delegate their presidents-elect to attend 
future regional conferences, and that all other chapter 
officers be encouraged to attend. It was felt by the 
commission that no better investment of chapter funds 
could be made than by having these officers attend the 
regional meetings. Also, if each state chapter will in- 
clude greater district representation in its committees 
on membership and encourage all members of the 
committee to attend regional meetings, the Academy’s 
programs will be brought to the attention of local units 
in each state. 

We feel so strongly about the success of these 
regional meetings that we heartily endorse their con- 
tinuation. 

We are aware of the fact that there are many well- 
qualified physicians in general practice throughout 
the country who are not presently members of the 
Academy. State officers and commission members are 
in agreement that the best method of membership re- 
cruitment lies in personal contact with the prospective 
member. To accomplish this, though, members of the 
Academy must necessarily lend their assistance to the 
project. We cannot continue to grow by letting some- 
one else do the work. 

At too many of the regional meetings it became evi- 
dent that much of the Academy membership work is 
being done by very few members. We must again stress 
the importance of establishing a continuing member- 
ship committee with staggered terms in all of the state 
chapters, perhaps somewhat similar to the organiza- 
tion of the national Commission on Membership and 
Credentials, and these committees must reach down to 
the lowest possible level in the constituent state chap- 
ter organizations. Continuity of activity and thinking 
are especially needed in membership work. Repre- 
sentatives of all component branch chapters, where 
such chapters exist, should be appointed to the state 


chapter membership committee. The chairman of the f 
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state membership committee might well be a member 
of the chapter board of directors so he will be well 
| acquainted with all of the chapter activities. Only in 
o- | this manner can a well-established program of mem- 
bership recruiting have the continuing life necessary 
1 § for its success. The problem rests with each incoming 
ie &f president of each state chapter whose duty it is to see 
as [that this objective is met. 
is- The commission found evidence of physicians be- 
1el_ longing to local component branch chapters who do 
he [not belong to the constituent state chapters nor to the 
si- [American Academy of General Practice. Since this 
of — situation seems to exist in several areas in direct viola- 
in- [tion of the By-Laws of the Academy, your commission 
he [recommends that each constituent chapter be required 
‘it- [to report annually the names of all members of com- 
nd ponent branch chapters, chartered by their chapter, 
ter [who are not members of the state chapter or the 
the Academy. 
ids Many representatives of constituent chapters brought 
the [to the attention of the commission a desire for a 
in- method of re-evaluating present members at each 
ees [three-year membership period for professional and 
the [personal qualifications, in addition to medical study 
requirements. Without any specific recommendations 
fora method by which this might be accomplished, 
your commission would like to call the attention of the 
ese [Congress of Delegates to this problem which seems to 
on- be facing many of the constituent state chapters of the 
Academy. 

Chapter representatives also expressed a problem 
arising from members who, realizing that they have in- 
the [sufficient postgraduate medical study credits to be re- 
are elected, are allowing themselves to be dropped for non- 
payment of annual dues. At a later date, these physi- 
cians apply again for membership without ever com- 
‘the fpleting the prescribed postgraduate medical study. 

the }Your commission believes it to be within the authority 


me- fof the constituent chapter to refuse election to mem- 
bership to any physician suspected of this subterfuge. 
evi- §We recommend that constituent chapters use extra 
rk is Feaution in the investigation of any candidate for mem- 
tress ership who has previously been dropped from Acad- 
ber- membership. 
state § We have also noted a lack of uniformity in the 
niza- fuethods employed by the chapters in accepting trans- 
and fers from other state chapters. We have surveyed the 
vn to Fhapters to secure their recommendations and plan to 
hap- fFeview the problem at the next commission meeting. 
king J Creation of a desire for membership in the Academy 
epre- Fong nonmembers is worthy of consideration by all 
yhere Academy members. Members can aid in bringing the 
state fame of the Academy to the attention of nonmembers. 
f the cademy members who practice in small hospitals not 
mber 2 August 1959 


accredited by the Joint Commission on Accreditation 
of Hospitals should encourage their hospitals to show 
organization membership for their staff members’ list- 
ings. This is being done in accredited hospitals and 
encourages general practitioners to become members 
of the Academy so they may be so listed. Chapters 
undertaking surveys and questionnaires can include 
questions to nonmembers to stimulate a desire for 
membership and participation in Academy activities. 
Your commission believes that every possible effort 
should be put forth to foster a desire for membership 
among the nonmember general practitioners. We be- 
lieve that we can capitalize on using a “soft sell” ap- 
proach both on the national and local levels. 


Membership Growth 


Your commission feels proud of the fact that a sig- 
nificant increase in membership enrollment occurred 
in 1958. The influence of the 90-day membership en- 
rollment program can certainly be felt in this year’s 
total. The official membership figures for the year 1958 
are as follows: 


Members—January 1, 1958— 23,284 
Members enrolled in 1958— 2,592 
Less deletions for: 
Resignations— 328 
Deaths — 185 
Failure to fulfill 

study requirements— 226 
Nonpayment of dues — 229 
Other reasons — 33 
1,001 

Total Net Increase— 1,591 


Total Membership—December 31, 1958—24,875 


During the year 1958, the commission, through the 
AAGP headquarters office, has supplied membership 
information to 2,207 prospective members. The names 
were obtained through direct inquiries to the Academy 
headquarters office, individual members’ recommenda- 
tions and constituent chapters. Recruiting exhibits and 
materials were furnished to 
43 chapters for their use at : 
chaptermeetings,statemed- 
ical society meetings or 
other recruiting meetings. 
In addition to this, the 
commission maintained an 
exhibit booth at the Student 
American Medical Associa- 
tion meeting as a step to- 
ward acquainting medical 
students with the Academy. 


Norman R. Booher, M.D. 
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Your commission feels that this is a very worthwhile 
part of the overall membership recruiting program 
and has arranged for the booth to have active general 
practitioners on duty this year to answer questions 
about general practice. 

We heartily recommend the establishment of stu- 
dent general practice clubs at the various medical 
schools as an additional means of stimulating a great 
potential of membership. In an effort to assist mem- 
bers establish general practice clubs for students in 
medical schools, the commission has instructed the 
headquarters staff to prepare kits of material on the 


establishment and operation of such clubs. 


Credentials 


The commission is pleased to announce that a total 
of 24 chapters are now operating under Option Plan II 
provided by the commission. These states are: 


Alabama Mississippi 
Arkansas New Hampshire 
California New York 
District of Columbia North Carolina 
Florida Ohio 
Georgia Oklahoma 
Towa South Carolina 
Kentucky Texas 
Louisiana Virginia 
Massachusetts Washington 
Michigan West Virginia 
Minnesota Wisconsin 


In these states, the medical study reports of the in- 
dividual member are collected and evaluated annually 
by the constituent chapters, and the member is in- 
formed of his standing each year. We have long been 
aware of the tremendous advantage offered to the in- 
dividual members by this plan of operation. The com- 
mission recommends that constituent chapters de- 
velop a headquarters office and staff so that they will be 
eligible to operate under this plan. The exact require- 
ments for this type of operation were outlined in the 
last annual report of this commission, and if any doubt 
exists as to these requirements, inquiry to the head- 
quarters office will bring details to any state chapter. 

To further assist those constituent chapters that are 
still unable to comply with the requirements under 
Option Plan II, the commission has recently adopted 
the following supplemental plan for the Operation I 
method of medical study operation: 

1. AAGP will send Special Bulletin M-1 to all chap- 
ter members requesting reports. 

2. AAGP will microfilm reports and retain film 
record. 
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3. AAGP will forward annually copies of all repo ts 
received to state chapter for evaluation. 

4. Chapter will evaluate report and advise mem|er 
of correct amount of credit each year. = 

5. At end of three-year membership period, AAGP 
will send certificate of re-election to chapter for cach Fy, 


eligible member. 
6. Further follow-up correspondence will be han- gr 
dled by the state chapter as now. pe 


7. To bring all records up-to-date at present, 
AAGP will proceed to microfilm all reports on hand f 
and forward to constituent state chapters. De 

The constituent chapter will then be able to advise fine 
the individual member each year of the number off | 
credit hours that have been approved by the chapter 4p, 
credentials committee. By so doing, the member will ¥ 4, 
know each year how much additional postgraduate } 4, 
medical study work he must obtain to be eligible for f g, 
continued membership. al 

In an effort to further aid members in reporting f pa, 
postgraduate medical studies and in becoming re-f jp 
elected to active membership, the Membership Direc-f 
tory for 1958 carries the year of enrollment for each} of 
member. The directory also carries an explanation off 4¢, 
this coding so that each member of the Academy willf y 
be able to tell at a glance in what year he will be eligible ing 
for re-election to membership. Ame 

Your commission is aware that some inequities still} tio, 
exist in the credentials field. However, it feels that} the 
great strides have been made in a forward direction tof hog 
eliminate as many problems as humanly possible. We { forn 
feel that we must call attention to the fact that,in some} y 
chapters, members who have successfully completed} jay 
the required postgraduate medical studies are noth cypy 
being certified in accordance with the By-Laws of the very 
Academy due to negligence on the part of the elected}, 
officers of the Academy. We feel that this situation{ of p 
cannot continue to exist and heartily recommend that} ing 
all chapters take necessary steps to insure that thef gery, 
official work of the chapter is performed as expediently§ meet 


as possible. 9 
may 
the ] 

Policies and Programs Cen 


Two resolutions were referred to the commission forf on a 
study by the last Congress of Delegates. Resolution 28 ship 
proposed by the Texas chapter, called for the estab-f Acad 
lishment of a provisional active classification of mem-fand ¢ 
bership. After consideration, the commission recom-ftion g 
mended to the Committee on Constitution and By: the E 
Laws that’ no additional classification of membership 
be created at this time, but it did recommend tha 
appropriate action be taken to require 35 hours offdate’s 
Category I study and 65 hours of Category II study by{stitue 
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associate members in active practice prior to their 
election to active membership. 

In reviewing Resolution 31, proposed by the Ten- 
nessee chapter, providing for a two-year hospital train- 
ing program as part of minimum requirements for 
membership, the commission has recommended to the 
Committee on Constitution and By-Laws that all 
graduates after January 1, 1965, be required to have 
two years of hospital training to become eligible for 
active membership. 

The commission recommends to this Congress of 
Delegates that there be no additional classification of 
membership created at this time. 

Many Academy members seem to be unfamiliar with 
the membership classifications existing in the Academy 
at the present time. We realize that previous changes in 
the Academy classification structure have helped to 
foster this lack of knowledge, and also that differences 
existing in many county and state medical societies 
have contributed to this problem. The commission 
recommends that every constituent chapter publish 
and distribute to its membership a chart outlining the 
oficial membership classifications of the American 
Academy of General Practice. 

Your commission has reviewed the current recruit- 
ing material, especially the familiar ‘‘22 Questions and 
Answers” booklet. Constituent chapters were ques- 
tioned for suggestions for revision of the booklet, but 
the overwhelming opinion of the chapters was that the 
booklet is excellent and should remain in its present 
form. 

We again reviewed the State Chapter Operations 
Manual, first issued in 1956. The manual is being kept 
current by quarterly additions and changes, and is 
very beneficial to the chapters’ operations. 

In accordance with the instructions of the Congress 
of Delegates, the commission has adopted the follow- 
ing regulations for the ‘Certificate of Meritorious 
Service” established by the Congress at the 1958 
meeting : 

“Nominations for ‘Certificate of Meritorious Service’ 
may be made by any constituent state chapter or by 
the Board of Directors of the American Academy of 
General Practice. Such nominations shall be submitted 
on a form prescribed by the Commission on Member- 
ship and Credentials to the Executive Director of the 
Academy, together with all pertinent biographical data 
and evidence in support of the candidate. The nomina- 
lon and the accompanying data shall be forwarded by 


ership 


d tha 


the Executive Director to the Subcommittee on Candi- 
dates for Honorary Membership. This subcommittee 
shall conduct a thorough investigation of the candi- 


urs Offdate’s qualifications, including inquiry of the con- 


ady by 


lumber 


Situent chapter of the state wherein the candidate 
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resides in the event the nomination is made by another 
state chapter. 

“Following such investigation, the subcommittee 
shall report its findings, with or without recommenda- 
tion, to the Commission on Membership and Creden- 
tials. 

“The Commission on Membership and Credentials 
shall consider the nomination and if approved by the 
majority vote thereof, shall recommend approval by 
the Board of Directors at its next regular meeting or, 
at the discretion of the commission, the nomination 
may be submitted to the Congress of Delegates for ap- 
proval in the annual report of the commission to that 
body. The Congress of Delegates may approve a nomi- 
nation for a ‘Certificate of Meritorious Service’ on a 
majority vote; a two-thirds majority vote shall be re- 
quired by the Board of Directors. 

“Announcement of recipients of ‘Certificate of Meri- 
torious Service’ shall be made at the annual meeting 
of the Academy where the nomination was approved 
or, in the case of nominations approved by the Board 
of Directors, at the first annual meeting thereafter.” 

Your commission has one recommendation to this 
Congress for bestowing the “Certificate of Meritorious 
Service.” 

This recommendation, having been made in due 
form and given the unanimous approval by the mem- 
bers of the Commission on Membership and Creden- 
tials, is hereby presented to this Congress with the 
recommendation that this “Certificate of Meritorious 
Service” be awarded to James R. Garber, M.D., of 
Birmingham, Ala. 

The commission does not, at this time, have any 
recommendations for honorary membership in the 
American Academy of General Practice. 

The annual membership awards of the Academy will 
again be presented at this meeting to the three chap- 
ters which have attained the greatest distinction in 
1958 in membership effort. 

The continuing increase in the size of membership 
in the Academy and the maintenance of the quality of 
membership in the Academy are primary and vital 
problems of not only this commission and this Con- 
gress of Delegates, but of all members of the Academy. 

The work of the Membership Commission must be 
kept vital and be one of the foremost activities of the 
Academy. We are convinced that while we have many 
material things to offer to every eligible general prac- 
titioner in this country, primarily we are selling a 
philosophy, and that the best approach to member- 
ship in the American Academy of General Practice lies 
in the basic enthusiasm and fervor of the founders of 
the Academy in 1947, which led to the rapid growth of 
the Academy in its early years, and which can serve to 
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sustain the Academy forever. Only by clinging to this throughout the year, and to thank them for their at- 
philosophy and this love of the ideals of the family —_tendance at every commission meeting and for their 
physician can we hope to endure, and only by use of | wonderful organization and participation in the re- 
this approach in a personal way can membership in __ gional meetings held throughout the country. Your 
the Academy be continued at desired levels. chairman would also like to express his appreciation 
The commission desires to thank the members of to the officers of the constituent state chapters, espe- 
the headquarters staff who have given it such inval- _ cially to the handful of members in each state who have 
uable assistance, particularly Mr. William G. McVay, carried the burdens of membership over the years. 
Executive Assistant, assigned to the commission, and 
to his office staff for the large amount of work done so —- Members of the commission are: Norman R. Booher, M.D., 
capably and willingly by them. chairman; Kenneth H. Beebe, M.p.; John C. Smith, M.v,; 
The chairman of your commission wishes to thank Julius Michaelson, M.D.; Francis P. Rhoades, M.D.; 
the nine regional representatives on this commission Charles E. Wilbanks, Jr., M.D.; C. J. Klaaren, M.D.; 
for the very fine spirit which they have exhibited to- Louis Bush, M.D.; Boyd H. Payne, M.D.; and Joseph W. 
ward the heavy volume of work on this commission _ Telford, M.D. 


Hazards  Fasrics for bouffant dresses, crinoline-type petticoats to be worn under them, and pertly§ Ti 

stiff veils are being flameproofed to comply with a new federal law, but the chemicals used lect 

in Petticoats irritated eyes, noses and throats of workers handling the flame-proofed fabrics. gra 
Research on this hazard from correcting a hazard was reported by Irving Ettinger and§ rem 

Martin Jeremias, chemical engineers of the division of industrial hygiene, New York Statef} adm 

Department of Labor, at the Industrial Health Conference in Buffalo. (or 

' “Among the fabrics requiring flameproofing treatment,” they reported, “sheer nylon and§ The 

nylon nettings assumed an unusual importance due to the sudden increase in the use off fact 

these fabrics for party dresses, veils and petticoats. A survey of the mills in the New Yorkf pres 

area showed that the main flameproofing agent for nylon fabrics was urea-formaldehyde.f is as 

Some formulations included melamine-formaldehyde and sulphur compound.” eral 

Investigation disclosed, the researchers say, that the proper impregnating process is notf ( 

followed in any of the mills. No attempt is made to squeeze out the excess unpolymerizedf tal h 

resin which breaks down to irritating formaldehyde gas. the | 

“In fact,” they point out, “the fabric is loaded with as much resin as possible to lend itf beds 

greater stiffness in order to give the petticoats the bouffant effect required by present styles. patie 
cc Generally, the net is rolled and shipped without benefit of afterwash or other treatment. giver 
; During storage some of the uncured resins turn into formaldehyde gas and the workers, un-{ Ch 
rolling the cloth, become exposed to the gas causing them eye, nose and throat irritation. tem | 

In addition, the fabric itself is so loaded with the resin that during handling flaking occurs, thera 

the flakes entering the worker’s eyes causing irritation aggravated by hand-rubbing. These resea 

| flakes have to be removed by a physician.” Ch 
| Mill owners objected to the removal of unpolymerized resin because the added cost couldf the m 
not be absorbed, nylon could not stand the added handling, the mills do not have the neces-f perso 
sary equipment and are reluctant to invest in it and, finally, the removal of the surface resins phen 
would reduce the stiffness of the net. These objections had to be conceded and the more stress 


"basic approach, the improvement of the raw material used in flameproofing, was sought. fis ref 
“The mill owners have been encouraged to lend their pressure upon resin manufacturer§ Ch; 

to improve their product,” the scientists said. ‘From observation it appears that there hag and y 

a | been considerable progress in the last few months and that the industry has succeeded to #eral » 
4 large extent in improving its products so that flameproofing materials no longer present th¢ psych 
4 hazard to workers they did only a few months ago.”—Tue Kansas Crry Times. Cha 
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Basic Issues in Psychiatry. By Paul V. Lemkau, M.D. Pp. 106. Price, 
$3.50. Charles C Thomas, Spring field, Ill., 1959. 


Tuis SMALL volume is the arrangement in book form of five 
lectures delivered at the University of Florida in a post- 
graduate education program. Four things make this volume 
remarkable: (1) The author is a professor of public health 
administration as well as a psychiatrist; (2) The lectures 
(or chapters) are directed to the general practitioner; (3) 
The scope of mental illness discussed, the multiple etiologic 
factors, and the known effective preventative methods are 
presented with brevity, insight and clarity; (4) Confidence 
isasserted that the problem can be adequately met by gen- 
eral practitioners working with psychiatrists. 

Chapter 1. An examination of the size and range of men- 
tal health problems reveals that 750,000 beds are used in 
the United States for the mentally ill; a similar number of 
beds meet the needs of all other acute and chronically ill 
patients. Many interesting and informative statistics are 
given. 

Chapter 2. The preservation of the central nervous sys- 
tem tissue is often adequately met in both preventive and 
therapeutic areas. However, viral diseases require further 
research in medical and psychiatric care. 

Chapter 3. Prevention of psychogenic illness is by far 
the most informative of the series. The importance of inter- 
personal relationships within the family, the isolation 
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phenomenon and other factors are discussed as some of the 
sresses producing mental illness. Emphasis on prevention 
refreshing. 

Chapter 4. Psychotherapy, psychoanalysis, transference 
and ventilation are presented as methodology that the gen- 
tral practitioner can well use in administering general 
psychiatric care. 

Chapter 5. The origin of the split between medical care 
of the mentally ill and other medical illnesses is explained 
m this chapter on administration of psychiatric programs. 
Adiscussion of the Amsterdam plan for an effective home 


‘are program for the mentally ill can well be adapted in the 
United States. 
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Only recently has the integration of psychiatry and medi- 
cine begun in earnest. The author has challenged the gen- 
eral practitioner to accept his new role in the general 
practice of psychiatry. —L. E. Drewrey, M.D. 


Advances in Pediatrics. Vol. X. Edited by S. Z. Levine. Pp. 362. 
Price, $19. Year Book Publishers, Inc., Chicago, 1958. 


Tuis 1s a comprehensive coverage of some important dis- 
eases and principles in pediatric practice. It is written by 
specialists in each field covered, and is aimed toward the 
general practitioner as well as the pediatrician. This is the 
tenth in this series of books, the first, second and fourth 
volumes being out of print, and the rest covering all phases 
of pediatrics, and not repeating each other. It would be my 
opinion that anyone using all volumes for study and refer- 
ence would be well taught. 

Volume X covers the psychologic principles of pediatric 
practice and encourages good rapport between M.D. and 
sick child, as well as the family. In this chapter are discus- 
sions of how to approach parents and children with informa- 
tion about the problems at hand, how to avoid guilt re- 
sponses in the group, how to manage long-term illnesses 
as well as terminal diseases, and how to do physical exami- 
nations. 

The treatment of tuberculosis in childhood is discussed 
completely, covering the drugs now prevalent, dosages, 
hospital versus home care, prevention ideas, skin testings, 
and data on meningitis, miliary tuberculosis, hematogenous 
as well as chronic pulmonary tuberculosis. 

Convulsive disorders of infants and children were 
thoroughly covered from plain febrile seizures, their causes, 
treatment and possible long-range outcomes, to the types 
of epilepsy and how to diagnose and treat them, diet regime, 
surgical possibilities, forces of heredity, and causes of pre- 
cipitating the seizures as well as differential diagnosis in 
case of brain tumors. 

The prevention of polio by vaccination was covered by a 
resumé of the nature of infection and characteristics of 
naturally acquired immunity. The text then explains how 
immunization is acquired from killed virus vaccine, how 
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and why it may vary in effectiveness from one patient to 
auother, reactions seen and’ problems of the future. Also 
discussed were oral vaccines made of live attenuated polio- 
ymuses and immunization by combinations of killed and 
je virus vaccines. 

Staphylococcal infections in nurseries were discussed 
fom the physiologic and virulence factors of the S. pyo- 
genes, the bacteriophage type, sensitivity patterns of var- 
ious strains, the epidemiology, prevention and clinical 
features of staphylococcus, as well as epidemic disease in 
gurseries. Also mentioned were family infections, report- 
@hility and control of staphylococcal infections. 

; Muscular disorders discussed included the muscular 
dystrophies, myotonia, myasthenia gravis, infantile muscu- 
bratrophy, polymyositis and peroneal atrophy. 
: The final chapter covered the transfer of antibodies from 
the mother to offspring, and included experimental data as 
Mm well as information about the negligible importance of 
Sm colostrum and milk as antibody sources, and the timing of 
postnatal disappearance of antibodies. 
am 6 would recommend this volume as a good source book 
3 and for new material for study by general practitioner as 
q well as specialist. —M. E. Conrab, M.D. 
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% Nutition in Health and Disease. 13th ed. By Lenna F. Cooper, Edith 
: M. Barber, Helen S. Mitchell, Ph.D. and Henderika J. Ryn- 
bergen. Pp. 734. Price, $6. J. B. Lippincott Company, Phila- 

delphia, 1958. 

Tuis 1s the thirteenth edition of an extensive, painstakingly 
thorough treatise on nutrition and dietetics. It is a text- 
book which would be invaluable to the student dietician 
or the nurse in training, as well as a good reference book 
for the nutritionist. 

The field of foodstuffs, body requirements, caloric and 
mineral content, recipes and preparation, special diets for 
to diseases (both common and rare) is covered in de- 
ta 

This book is not intended for those doctors in private 
practice other than those especially interested in limiting 
their practice to diseases concerned with nutritional 
som dchiciencies and other closely allied nutritional diseases. I 

would recommend that this book be on the reference shelf 
ofall hospitals. —Anmos N. JOHNSON, M.D. 


Cardiac Arrest and Resuscitation. By Hugh E. Stephenson, Jr., M.D. 
Ph. 378. Price, $12. C. V. Mosby Company, St. Louis, 1958. 


Here 1s a complete work on cardiac arrest and resuscitation 
which, without doubt, required several years of study. 
Stephenson reviewed 1,700 cases from all over the world in 
his preparation of the conclusions presented here. 

He states that “the annual deaths from sudden cardiac 
attest, as they relate to surgery and anesthesia alone, num- 
ber More than the annual deaths from a combination of 
poliomyelitis, multiple sclerosis, scarlet fever, typhoid, 
diphtheri: and several of the other commonly mentioned 
diseases.” 

It is like’ y true that, for the most part, cardiac arrest is an 
anesthetic ;:roblem for which the surgeon bears the principal os 
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responsibility. As such a problem, the subject may not be 
one that the general practitioner will ordinarily be con- 
cerned with unless he is actively engaged in surgery. 

The book is complete in its treatment of the subject— 
giving historic background, incidents, diagnosis, etiology, 
management, precautions, prevention and postresuscitative 
patient care. 

I am sure that any surgeon will benefit from a study of 
this book. Although I would not urge others to purchase the 
book, I can heartily recommend it for fascinating reading. 
—ARTHUR N. Jay, M.D. 


Outline of Fractures. 2nd ed. By John Crawford Adams, M.D. 
Pp. 257. Price, $6.50. Williams ¢ Wilkins Company, Ballti- 
more, 1958. 


THis OUTLINE of fractures is primarily for medical students, 
technicians and general practitioners interested in princi- 
ples rather than specialized details. Therefore, it is sim- 
pler than many books of this same type. The author has 
included enough historic material to make his subject in- 
teresting and has hinted at the general principles involved 
in treatment of bones and joints to give the reader a good 
review and background for basic facts. The book well ac- 
complishes its mission. 

It is profusely illustrated by drawings, pictures and many 
reproductions of x-ray negatives. The authors have pre- 
sented the material clearly. Because it was written in Eng- 
land, there is a little difference in nomenclature, but not 
enough to be serious. An especially good point is that after 
each section of the body is discussed, the entire section is 
reviewed in outline form. 

I believe this would be an excellent everyday reference 
book for the general practitioner’s library. 

Although many texts would be more detailed, there are 
few that would be so comprehensive. Some of the therapy 
expressed by Dr. Adams may have moderate exceptions in 
this country. On the whole, however, the theory and prac- 
tice are both very sound. | —Norman R. Boouer, M.D. 


Difficult Diagnosis. By H. J. Roberts, M.D. Pp. 913. Price, $19. 
W. B. Saunders Company, Philadelphia, 1958. 


Awonc the numerous comprehensive works on internal 
medicine and differential diagnosis, Difficult Diagnosis oc- 
cupies a special place. It makes no pretense of complete 
coverage of the field but aims only at that segment of dis- 
tase which poses an unusual problem in diagnosis to the 
clinician. The material is arranged in logical conformation, 
falling into four parts. The bulk of written material pre- 
sents, by organs and systems, a concise description of un- 
usual diseases and uncommon manifestations of common- 
Place disorders. Although dermal manifestations are 
alluded to, there is a special section of photographs of un- 
common dermadromes, some in color. An extensive bibli- 
ography enables the serious student to delve more deeply 
ito any condition briefly covered herein. 

_An extremely useful feature of the book is the next sec- 
ton which classifies and analyzes a broad variety of diag- 
nostic procedures, with appropriate references both to the 
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text of the first part where the indicated disease is dis- 
cussed, as well as to the literature where the test or tests 
were first described. Brief technical and clinical notes ex- 
plain the technique and application of each test. A rather 
unusual feature is the inclusion of “provocative tests” and 
“withdrawal tests.” 

Throughout the book, which is most comprehensibly 
written, the reader has the feeling of conversing with a 
highly trained clinician who-has a very practical philoso- 
phy, despite the admitted erudition of his subject. Re- 
peatedly he emphasizes that a thoroughgoing clinical ap- 
proach by a physician equipped with reasonable training 
and experience will resolve most problems. He devotes a 
chapter in Part I to iatrogenic disease, calling attention 
to the variety of illnesses and discomfiture induced by 
overweening treatment; he deprecates to a degree even 
the value of the more elaborate diagnostic tests, and espe- 
cially the policy of ordering a battery of unrelated tests on 
the long-suffering patient, when a higher degree of clinical 
acumen would suffice. 

It is assumed that the user of this book is familiar with 
the standard texts and has conscientiously performed the 
customary history, physical examination and routine labo- 
ratory studies before consulting Dr. Roberts. Let the 
teader beware. As the author says, “For one not thoroughly 
grounded in the disciplines of everyday diagnostics, there 
are many potential pitfalls in this type of medical reading.” 

We are fond of quoting the statistic that the well-trained 
general practitioner can care for 80 per cent of all illnesses. 
As the general practitioner is usually the first to see the pa- 
tient, it behooves him to be a skillful diagnostician. Any 
who would care to hone his abilities to the finest edge, who 
is desirous of that extra knowledge more arduously acquired 
which distinguishes the superior from the mediocre, will 
find this volume indispensable. Nonetheless, Dr. Roberts 
plainly states that he wrote this book as a handy reference 
work for the consultant. In so doing, he has produced an 
eloquent “consultant” in print which can always be with- 
in easy reach. —Dantet M. Rocers, M.D. 


Family Guide to Teenage Health. By Edward T. Wilkes, M.D. Pp. 
244. Price, $4. The Ronald Press Company, New York, 1958. 


Tus is an excellent coverage of health, growth, develop- 
/ ment, adolescence, sex and psychology for the adolescent 
and his parents. Written for laymen, especially parents, 
this book is factual and understandable even to teenagers. 

So many questions asked of family physicians by children 
amd parents alike are nicely covered in this book, and I 
have been recommending it to my patients for their book- 
shelves. It has been easy to give lists of books for infancy 
and childhood, but this is the best for the 12- to 20-year age 
group. 

The section on growth and development covers normal 
growth, sexual development, shortness and tallness (talks 
about treatable problems), obesity (including diets and 
teasons for them) and underweight. 

Part I! covers nutrition, daily living habits, smoking, 
drinking. habit-forming drugs and body care. 
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Part III includes skin care of various disorders, menstrual 
disturbances, glandular disorders, eye and ear ailments, 
foot health (very unusual treatment of this subject, includ- 
ing basic facts about shoes as well as foot exercises), and 
major diseases such as epilepsy, diabetes and heart diseases. 

Part IV covers sex education, explains dating, crushes, 
petting, premarital relations, sex problems and abnormal- 
ities such as vaginal discharge, venereal diseases and ab- 
normal sex drives. Also included are emotional disturbances 
guch as inferiority, anxiety, meticulousness, hostility and, 
jast but not least, some salient facts about the need for 
frends, drives leading to success or failure, vocational 
ambitions, money problems and family maturity. 

This is indeed an all-inclusive study of teen-age problems, 
with practical information as well as advice for both the 
ieenager and his or her parents. 

E, Conrab, M.D. 


Aiso Received 


Atruoucu GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received 
from publishers. 


Antisocial or Criminal Acts and Hypnosis. A Case Study. By Paul 
J. Reiter, M.D. Pp. 219. Price, $11.25. Charles C Thomas, 
Springfield, Ill., 1958. 


The Central Nervous System and Behavior. Edited by Mary A. B. 
Brazier, Ph.D. Pp. 450. Price, $5.25. Josiah Macy, Jr. Founda- 
tion, New York, 1959. 


Clinical Flame Photometry. By Henry A. Teloh, M.D. Pp. 103. 
Price, $4.50. Charles C Thomas, Spring field, Ill., 1959. 


Communications Des Invites Etrangers. By Congres National Des 
Sciences Medicales. Pp. 908. Congres National Des Sciences Medi- 
tales, 1957. 


the Demonstration Clinic. By David M. Levy, M.D. Pp. 120. Price, 
$5. Charles C Thomas, Spring field, Ill., 1959. 


Dorland’s Pocket Medical Dictionary. 20th ed. Price, $4.50. W. B. 
Saunders Company, Philadelphia, 1959. 


How to Write Scientific and Technical Papers. By Sam F. Trelease. 
Pp. 185. Price, $3.25. Williams ¢ Wilkins Company, Balti- 
more, 1958. 


Medical Clinics of North America. Vol. 43. No. 1. Pp. 337. Price, $3. 
W. B. Saunders Company, Philadelphia, 1959. 


Mellie the Nurse. By Lawrence Katzman. Dell Publishing Company, 
New York, 1958. 


Mw and Nonofficial Drugs. By Council on Drugs of the AMA. Pp. 
O87. Price, $3.35. J. B. Lippincott Company, Philadelphia, 
1959. 


MxPerversions and Sex Crimes. By James Melvin Reinhardt, Ph.D. 


4 340. Price, $5.50. Charles C Thomas, 


Ming Core of Diabetes. PHS Publication No. 567. Pp. 32. Price, 
90.20. Supt. of Documents, U.S. Government Printing Office, 
Washinton, 1957. 
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News 


Air Cleared on Medicine’s Key Problems at Historic AMA Meeting 


S fue 108TH ANNUAL MEETING of the American Medical 
B Association was one of decision, where policy actions 
ae of the House of Delegates marked it as historic and 
progressive. 

Leading actions which will most affect the future 
mum course of medicine include the conditional overture in 
&.D.-osteopathic relations, clarification and reaffirm- 

ation of free choice of physician, reaffirmed opposition 

compulsory Social Security coverage for self-em- 

ployed physicians and the approval of a two-year in- 

femship for medical school graduates planning to 
family physicians. 

Though not as urgent as some problems—but cer- 
linly of long standing—relations between medicine 
iid osteopathy were brought into focus. It was the 
Opinion of the Judicial Council that with changes in 
the past 20 years in education and licensing of osteo- 
paths, and in the constitution of the American Osteo- 
pathic Association, it was doubtful that all osteopaths 
how should be considered as practicing medical cultism. 

At times during the nearly two-hour floor debate 
it appeared that all amendments might be defeated 
and that a very lenient attitude would be adopted. 

However, when the vote finally came, the House of 
Delegates decided on the following gentlemanly, yet 
conditional, policy in regard to relations between 
doctors of medicine and osteopaths: 

(A) All voluntary professional associations between 
& doctors of medicine and those who practice a system of 
healing not based on scientific principles are unethical. 

(B) Enactment of medical practice acts, requiring 
all who practice as physicians and surgeons to meet 
ihe same qualifications, take the same examinations 
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Reaffirm Free Choice, Veto Compulsory 
Social Security, Chart M.D.-D.O. Relations 


and graduate from schools approved by the same 
agency should be encouraged by the constituent asso- 
ciations. 

(C) That it shall not be considered contrary to the 
Principles of Medical Ethics for doctors of medicine to 
teach students in an osteopathic college which is in 
the process of being converted into an approved medical 
school under the supervision of the AMA Council on 
Medical Education and Hospitals. 

(D) A Liaison Committee be appointed by the 
Board of Trustees of the American Medical Association 
to meet with representatives of the American Osteo- 
pathic Association, if mutually agreeable, to consider 
problems of common concern including inter-profes- 
sional relationships on a national level. 


AMA Officers Greet the President—AMA brass formed the recep- 
tion committee for the Columbine and its distinguished passenger, 
President Eisenhower, June 9 at the Atlantic City airport. Left to 
right are Board Chairman Leonard Larson; the President; Dr. 
Lovis Orr, who was installed that night as AMA president; and 
Dr. Gunnar Gundersen, retiring AMA president. 
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In another action concerning osteopathy, the House 
recommended that the AMA representatives on the 
Joint Commission on Accreditation of Hospitals sug- 
gest to the Joint Commission that they inspect upon 
request and consider for accreditation without preju- 
dice those hospitals required by law to admit osteo- 
pathic physicians to their staff. 


Realistic Care Plan, Free Choice Approach 


As evidenced by the standing ovation given Chair- 
man John S. DeTar of the Special Reference Com- 
mittee To Consider Report of the Commission on 
Medical Care Plans, he and his committee did a mas- 
terful job in presenting acceptable recommendations 
concerning medical care plans and free choice of 
physician. 

Part I of the report of the Commission on Medical 
Care Plans (Larson Report) was submitted and received 
asinformation only. The commission recommendations 
were acted upon item by item. The House adopted 36 
of the recommendations without change, but reworded 
three which relate to miscellaneous and unclassified 
plans. These now read: 

B-4: “In an effort to decrease, or at least to prevent 
an increase, in the over-all cost of health care, study 
should be given to the removal of the requirement of 
hospital admission as the only condition under which 
payment of certain benefits will be made.” 

B-6: “Medical care plans should be encouraged to 
increase their efforts to provide health education and 
information concerning the coverage of their sub- 
scribers.”” 

B-16: “The American Medical Association believes 
that free choice of physician is the right of every indi- 
vidual and one which he should be free to exercise as 
he chooses. Each individual should be accorded the 
privilege to select and change his physician at will or 
to select his preferred system of medical care and the 
American Medical Association vigorously supports 
the right of the individual to choose between these 
alternatives.” 

Before revision by the Reference Committee, B-16 
had read: ‘The principle of ‘free choice of physician’ 
should be applied as universally as is practicable. 
Fach plan member should have the widest possible 
choice of physician.” In reference committee hearings, 
use of the term, “‘as universally as is practicable” was 
considered generally unsatisfactory. 

Because of its far-reaching significance in the matter 
of free choice, the House requested the Board of Trus- 
tees to see that Recommendation A-7 is transmitted 
to all constituent medical associations. A-7 reads: 
“‘Free choice of physician’ is an important factor 
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Very Warm Topic, Very Warm Day—-Academy Member J. S. DeTar, 
along with members of his Special Reference Committee To Con- 
sider the Report of the Commission on Medical Care Plans, listens 
intently to testimony from a physician affiliated with a closed panel 
plan in California. 


A Special Message—Marhking only the second time in AMA history 
that the President of the United States has attended ‘one of its meet- 
ings, Dwight Eisenhower warned the inaugural audience in At- 
lantic City that inflation poses the greatest danger to the traditional, 
Free enterprise practice of medicine. 


Re-election No Problem—These two physicians, Dr. Hugh Hussey 
(left), dean of Georgetown University School of Medicine and 
medical editor of GP, and Dr. R. B. Robins, former AAGP presi- 
dent, were unanimously re-elected to the AMA Board of Trustees. 


in the provision of good medical care. In order that the 
principle of ‘free choice of physician’ be maintained 
and be fully implemented, the medical profession 
should discharge more vigorously its self-imposed 
responsibility for assuring the competency of physi- 
cians’ services and their provision at a cost which 
people can afford.” 
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The delegates also endorsed Recommendation B-11 
which declares that ‘Those who receive medical care 
benefits as a result of collective bargaining should have 
the widest possible choice from among medical care 
plans for the provision of such care.” 

Among other recommendations were those urging 
Goser attention to legal and legislative factors and the 
Mdevelopment of guides for the relationship between 
the profession and various types of third parties. 

To carry out three of the recommendations involving 
MAMA activities, the House approved a seven-point 
Brogram which it requested the Board of Trustees to 
fansmit to the Division of Socio-Economic Activities 
fr immediate attention. 

Because of the magnitude of the topics involved, 
the Special Reference Committee To Consider Report 
@the Commission on Medical Care Plans commanded 
Bgreat deal of interest and lots of spirited discussion. 
Despite an uncomfortably hot day, the large hearing 
fom remained crowded and Chairman DeTar and his 
Smmittee (in shirt sleeves) listened to testimony 
which lasted late into the afternoon. 

The reference committee which was comprised of 
fe the same personnel as the one appointed in December, 
fer 1958 had been asked to continue on the job. 
fm The warm day presented an appropriate background 
for the testimony of Dr. Warren Draper, medical direc- 
ior of United Mine Workers Fund, and the inevitable 
rebuttals. 

Witnesses were amazed to hear Dr. Draper endorse 
the Larson Report and term himself the champion of 
tee choice of physician in one breath, and in the next 
mmcenounce the concept that a physician should be able 
fm'0 practice in whatever field he feels he is qualified. 
But as the UMW medical director himself retorted 
ja later question from the floor, ‘What Dr. Draper 
mys is the way it is.” 

However, it appeared that the Draper appearance 
Gused less commotion than at last year’s hearings. 

One point which was emphasized throughout the 
hearings was the necessity of realizing that there has 
“}elways been a limitation of free choice to some degree. 
limitation may be through 1) hospital or professional 
control—accreditation; 2) patients themselves—be- 
cause of geographic location or because they request 
that the doctor do the choosing; 3) government or 
hospitals and state 
medical schools. 


tto Compulsory Social Security 


Turning to another knotty problem—compulsory 
al Security coverage for self-employed physicians, 
ne House disapproved of four resolutions and adopted 
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General Practice Section Leaders—These officials of the Section on 
General Practice (all Academy members) have been stalwarts in 
the organization and have guided its growth down through the 
years. Shown left to right: Dr. R. L. Crawford, the new chairman; 
Dr. Samuel Garlan, retiring chairman; Section Delegate Lester 
Bibler; Dr. |. Phillips Frohman, representative to scientific exhibit; 
Section Secretary E. |. Baumgartner; Dr. Charles Alvey, new vice 
chairman and Dr. M. B. Casebolt, a former official. Dr. Charles 
McArthur, a member of the Executive Committee this past year, is not 
shown. 


one reaffirming its opposition to compulsory inclusion 
of physicians. 

The delegates expressed concern over the possible 
effects that a change of policy might have on the 
Association’s entire legislative program, particularly 
with respect to the Forand Bill. 

However, the House did recognize “the apparent 
growing demand by physicians for economic security” 
and requested the Board to investigate the possibilities 
of developing group insurance and retirement plans 
which could be made available to AMA members. 

It also accepted a reference committee suggestion 
“that the AMA continue and expand its educational 
program to inform its members of the economic, social 
and moral advantages of economic security obtained 
within the framework of our free enterprise system 
rather than through the mechanisms of governmental 
Social Security.” 

Here again discussion before the Reference Com- 
mittee on Legislation and Public Relations was spirited 
and thorough. Physicians from 23 states participated 
in the discussion. Twenty-eight spoke in opposition to 
compulsory Social Security coverage for physicians; 
five spoke in favor. 


Approve Two-Year Internship 


While many topics were being argued pro and con, 
the report of the Committee on Preparation for Gen- 
eral Practice had smooth sailing in the Reference Com- 
mittee on Medical Education and Hospitals. As pointed 
out in the reference committee’s report to the House, 
all of the many individuals who spoke in regard to the 
report were unanimous in highly commending the 
thoroughness, thoughtfulness and wisdom of the com- 
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mittee which had representatives from the Council 
on Medical Education and Hospitals, the American 
Academy of General Practice and the Association of 
American Medical Colleges. 

The House likewise approved and commended the 
final report of the Committee on Preparation for Gen- 
eral Practice which proposes a new two-year intern- 
ship program for medical school graduates planning 
to become family phyicians. 

The new program which would replace the one-year 
rotating internship which family physicians now take, 
provides flexibility as to how much obstetric training 
shall be taken. 

One resolution calling for mandatory training in 
obstetrics was the only area of controversy. 

The suggested program would include a basic 
minimum of 18 months hospital training in the diag- 
nostic, therapeutic, psychiatric, preventive and reha- 
bilitative aspects of medicine and pediatrics in a very 
broad sense, including care of the newborn. A physi- 
cian then could elect to spend the remaining six months 
for additional training in other segments of the pro- 
gram. The committee stated, however, that participants 
who plan to practice obstetrics would be expected to 
spend at least four months of the elective period in 
obstetric training. 

The report declared that “the graduate program of 
two years in preparation for family practice should be 
planned and implemented as a unified whole” with 
amaximum continuity of assignment in specific serv- 
ices, The program also calls for adequate experience 
in outpatient care and emergency room service. 


Eisenhower Attends 


Another history-making event was the appearance 
ofPresident Dwight Eisenhower June 9 at the inaugural 
ceremony in the ballroom of Convention Hall. This 
was only the second time in AMA history (President 
Calvin Coolidge some 30 years ago) that an American 
president had visited one of its meetings. 

The event was marred only by the fact that thousands 
had to be turned away at the door. The AMA estimated 
that a crowd of 100,000 lined the President’s route 
from the airport. 

th his speech before an SRO audience the genial 
Eisenhower urged American physicians to protect the 
"private arrangement between doctor and patient,” 
without which ‘we shall all have suffered a great loss.” 


He warned that inflation posed the greatest danger 
to the traditional, free enterprise practice of medicine. 

The President also said he was “indeed gratified” 
to learn of medical leadership in meeting the health 
problems of the aged. 
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New AMA Officers 


President Eisenhower spoke following the installa- 
tion of Dr. Louis M. Orr of Orlando, Fla. as the 113th 
president of the AMA. Dr. Orr succeeded Dr. Gunnar 
Gundersen of La Crosse, Wis. 

Election on Thursday found Dr. E. Vincent Askey 
of Los Angeles winning out over Dr. George Lull of 
Chicago for the post of president-elect. Following the 
122 to 81 vote for Dr. Askey, the vote later was made 
unanimous. 

Other newly-elected officers are Dr. J. Stanley 
Kenney of New York City, vice president; Dr. Nor- 
man A. Welch of Boston, speaker and Dr. Milford 
Rouse of Dallas, vice speaker. The election of all three 
was unanimous. 

Two of the three positions on the Board of Trustees 
were filled by acclamation. Dr. R. B. Robins of Cam- 
den, Ark., a former president of the AAGP, and Dr. 
H. H. Hussey, dean of Georgetown University School 
of Medicine and medical editor of GP, both were unan- 
imously elected to succeed themselves on the Board. 

Dr. Percy E. Hopkins of Chicago is the newly- 
elected trustee. 

Other officers elected or re-elected include: 

Dr. J. M. Hutcheson of Richmond, Va., re-elected 
as a member of the Judicial Council. 

Dr. Charles T. Stone of Galveston, Tex., elected and 
Dr. W. Andrew Bunten of Cheyenne, Wyo., re-elected 
as members of the Council on Medical Education and 
Hospitals. 

Dr. Willard Wright of Williston, N. D., elected and 


1959 Distinguished Service Award Winner—Dr. Michael E. DeBakey, 
chairman of the department of surgery at Baylor University 
College of Medicine, was awarded the Distinguished Service Medal 
by the AMA’s House of Delegates. The presentation was made to 
Dr. DeBakey (right) by AMA President Orr. 
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Dr. J. Lafe Ludwig of Los Angeles re-elected as mem- 
bers of the Council on Medical Service. 

Dr. William Hyland of Grand Rapids, Mich., was 
re-elected as a member of the Council on Constitution 
and By-Laws. 


AAGP Birthday 


During the AMA meeting, the Academy also ob- 
served a milestone—the 12th anniversary of its found- 
ing. It was on June 10, 1947 in Atlantic City that the 
Academy was officially organized. 

Preceding the opening of the AMA sessions, the 
Academy’s Board of Directors met for a two-day 
session at the Traymore. Foremost on the agenda was 
the appointment of commission and committee mem- 
bers. There were also sessions with some of the officers 
of the Section on General Practice of the AMA. 


General Practice Section Grows 


This year the Section on General Practice expanded 
its program to four days and was given the use of the 
ballroom in Convention Hall. Holding joint sessions 
with as many as seven other sections, large attendance 
figures were recorded. 

At the election of officers on June 9, Dr. R. L. 
Crawford of Lancaster, S. C. succeeded to the chair- 
manship. Early in April, Dr. Thomas G. Goldsmith of 
Greenville, S. C., who as vice chairman had been in 
line for the post, announced that he would be unable 
to continue his work in medical organizations. Follow- 
ing his resignation, Dr. Crawford was named vice 
chairman. 

The new vice chairman is Dr. Charles Alvey of 
Muncie, Ind. Dr. I. Phillips Frohman of Washington, 
D. C. was re-elected representative to Scientific Ex- 
hibit; Dr. Lester Bibler of Indianapolis, Ind. was re- 
elected section delegate and Dr. E. I. Baumgartner 
of Oakland, Md. continues as secretary. 

Dr. Garlan, the retiring chairman, will serve as 
chairman of the executive committee. 

Immediately following the business session, Dr. 
Garlan, still in the role of section chairman, gave an 
address entitled, ‘General Practice—in the United 
States and Abroad.” 


AMA Awards 


Throughout the week, key AMA awards Were an- 
nouncec|. Foremost of them, the Distinguished Service 
Award, went to Dr. Michael E. DeBakey of Houston, 
Tex., chairman of the Department of Surgery at Baylor 
University College of Medicine, for his outstanding 
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contributions in the field of cardiovascular surgery. 
He received the medal, one of medicine’s highest 
honors, at the inaugural ceremony. 

Dr. Carl V. Moore, Busch professor of medicine at 
Washington University, St. Louis, was the recipient of 
the eighth Goldberger Award in clinical nutrition. 

Dr. Stanhope Baynes-Jones, for his contributions 
to medicine and particularly to medical education, is 
the winner of the 1959 Passano Foundation Award. 

Smith, Kline and French Laboratories of Philadel- 
phia received a special AMA award for its sponsorship 
of color medical television over the past ten years. 


Other Items of Note 


When the meeting closed on June 12a total of 13,143 
physicians had been registered with an over-all attend- 
ance of 32,882. 

The ever-expanding House of Delegates had a count 
of 208 delegates—37 of these were Academy members. 
This was an increase of ten AAGP members over the 
number who were seated at the 1958 Interim Session. 

Seven of the 21 sections of the AMA’s scientific as- 
sembly marked their 100th anniversaries during this 
meeting. 

In addition to the key actions, mentioned earlier, 
the House also: 

Urged all physicians to participate more fully in 
community activities and socio-economic matters in 
their own communities but agreed that no change 
should be made at this time in Article II of the Con- 
stitution, which states Association objectives ; 

Approved in principle the aims and objectives of 
the President’s Council on Youth Fitness and the Citi- 
zens Advisory Committee on the Fitness of American 
Youth; 

Accepted a Board recommendation that the 196 
annual meeting be held in Chicago; 


Amos N. Johnson, M.D. 


New president-elect of the Medical Society 
of the State of North Carolina is Acade- 
my Member Amos N. Johnson of Gar- 
land, N.C. His unanimous election 
marked the first time in the state society’s 
history for a president to be elected with 
no other name being presented in oppo- 
sition either to the nominating committee 
or from the floor. Dr. Johnson, also a 
member of the AAGP Committee on 
Scientific Assembly, takes office next May. 
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CAMP LIGHTWEIGHT PRENATAL SUPPORTS 


scientific control with Camp’s Abdominal Cradle 


Doctors who prescribe Camp prenatal gar- 
ments for expectant mothers are finding 
Camp’s new lightweight prenatal supports 
give adequate control with the touch of 
glamour modern women desire. Rein- 
forced elastic band designed to support the 
expanding abdomen extends over hips to 


S.H. CAMP and COMPANY 


back and acts as an abdominal cradle to 
help relieve strain on the pelvic joints and 
lumbar spine. Camp-trained fitters demon- 
strate proper fitting procedures and mech- 
anics of expansion units (either tapering 
hooks and eyes or curved side lacers as 
illustrated). 


Jackson, Michigan 


GP Volume XX, Number 2 


= Q 
I 
pe 
su 
: al 
fo 
st 
| 
In 
4 i 
pe 
al 
pr 
cl 
« 
: lo 
pe 
th 
238 


ymber 2 


Expressed heartfelt thanks to the Committee on 
Amphetamines and Athletes, which has completed its 
assignment ; 

Requested the Board to study the problems and 
possibilities of establishing an AMA-sponsored medical 
scholarship and/or loan program; 

Approved the inclusion of Today’s Health as a benefit 
of dues-paying membership and urged members to 
make it available to their patients; 

Recommended that state medical societies, where 
advisable, initiate legislative efforts to eliminate cancer 
quackery ; 

Received a progress report indicating “phenomenal 


progress” in the field of health insurance coverage for 
the aged since the Minneapolis meeting last December ; 

Reaffirmed its full support of the Educational 
Council for Foreign Medical Graduates; 

Endorsed the purposes outlined in the initial report 
of the Medical Disciplinary Committee ; 

Urged every AMA member to give a substantial 
gift to the medical schools through the American 
Medical Education Foundation; and 

Expressed appreciation for the outstanding disaster 
medicine program presented by the United States 
Army Medical Service on June 6 in Atlantic City, pre- 
ceding the AMA meeting. 


Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


WHEN THis IssuE OF GP rolls off the presses, it is wholly 
probable that much health legislation of interest and 
importance to American medicine will be churning up 
activity on Capitol Hill. 

One of the bills attracting attention is that inaugu- 
rating contributory health insurance to cover nearly 
two million federal employees and upward of two mil- 
lion dependents. The revised bill that was introduced 
in June won the praise of government workers’ unions 
and was generally acceptable to Blue Cross, Blue Shield 
and private insurance carriers but the Eisenhower 
Administration wanted its cost trimmed. It is quite 
possible that a compromise may be worked out to 
permit enactment before adjournment of Congress this 
summer. 

Early in the 1959 session, the Senate passed a bill 
authorizing expenditure of $50 million annually to 
foster medical research on an international scale. For 
strategic reasons, no effort was made to gain prompt 
indorsement by the House. This attempt may be made 
in the closing weeks of Congress, when the lawmakers 
perennially are so eager to escape Washington heat 
and return home that they sometimes yield to persistent 
pressures in behalf of bills which they might examine 
closely, or reject altogether, at other times. 

The Keogh-Simpson Bill is another that could easily 
become “a hot one” in the final month of the first 
session, 86th Congress. Although this retirement plan 
long since passed the House and was earnestly sup- 
ported by medical, legal and other professional spokes- 
men at Senate Finance Committee hearings in June, 
the high degree of Administration opposition places 
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the outcome in doubt. Nevertheless, the subject may 
be under serious discussion in August. 

Increasing preoccupation with reduction of govern- 
mental costs, including holding the line on subsidy 
programs, militates against favorable action this year 
on the Fogarty-Neuberger Bill to provide federal con- 
struction grants for medical and dental schools. Never- 
theless, the right set of circumstances, spearheaded by 
an aggressive push for action on the Fogarty-Neuberger 
bill, could give financial aid to medical education a 
spot in the Congressional limelight. 


Latest Vendor Payments 


In the month of April, latest period for which figures 
are available, the Social Security Administration and 
state agencies approved some $38 million in vendor 
payments for medical care of recipients of public 
assistance. 

By categories, the outlay was divided as follows: 

For medical services to persons on old age assistance, 
$20,659,279. 

Aid to dependent children, $4,955,359. 

Aid to the blind, $539,058. 

Aid to the permanently and totally disabled, 
$3,334,031. 

General assistance, $8,579,000. 

States in which the largest sums were paid to physi- 
cians and hospitals for services to elderly persons re- 
ceiving old age benefits were Massachusetts, $3,254,739 ; 
New York, $2,681,919, and Illinois, $2,093,143. 


New Polio Vaccine 


A new poliomyelitis vaccine which holds promise of 
immunizing against all three strains of the disease in a 
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single dose, orally administered, was reported in Wash- 
ington on June 23 at the International Scientific Con- 
ference on Live Virus Poliomyelitis Vaccines. The 
paper was presented by Dr. Herald R. Cox, of Lederle 
Laboratories Division, American Cyanamid Co. 

*It is both feasible and practical to immunize against 
all three types of poliovirus by a single feeding of a 
trivalent, oral poliovirus vaccine,” Dr. Cox told the 
conference. His findings were based on administrations 
to 550 adults, most of them Lederle employees. Blood 
samples of 241 persons tested to date demonstrated 
that the one-dose vaccine was 93 per cent effective in 
building antibodies. 


Responsibility for Psychotic Nationals 


The Department of Health, Education and Welfare 
isasking Congress to make the government responsible 
for treatment and care of American nationals who 
become mentally ill while they are on foreign soil. 

Existing law grants this authority as far as Americans 
repatriated from Canada are concerned. The Depart- 
ment of HEW wants it to be applied uniformly, re- 
gardless of the country in which Americans may be 
diagnosed or certified to be psychotic. 

“The department’s responsibility for each patient,” 
says the statement, “would not end until the comple- 
tion of arrangements for his transfer and release to 
appropriate public authorities or to a relative who 


assumes responsibility, or until a determination that 
the patient was entitled to care under some other 
federal program. 

"Temporary care would be provided, under arrange- 
ments for reimbursement of costs, at public or non- 
profit institutions and agencies. The patient could be 
required to pay for this care or the cost might be re- 
covered from his state or locality.” 


Kessenich Joins FDA 
The medical department of Food and Drug Ad- 


ministration, whose duties are multiplying with the 
constant addition of new therapeutic drugs and in- 
creased concern with food additives, has a new director. 
He is Dr. William H. Kessenich. 

Since last January Dr. Kessenich had been serving 
as acting medical director. He received his M.D. degree 
from Georgetown University, Washington, D.C., in 
1946 and subsequently served in the U. S. Air Force 
Medical Corps. 

Serving under Dr. Kessenich is a growing staff of 
physicians and veterinary officers who advise FDA on 
the safety and effectiveness of literally hundreds of 
drugs, devices and cosmetics. The position he holds 
has been described by some as one of the most im- 
portant public health positions in the country. 


Also see the AMA Washington Report, page 265. 


Qualifications, Deadline Set for Applicants 
Of 1960 Mead Johnson Scholarship Awards 


INTERNS, first-year general practice residents or mili- 
tary officers who have had no other residency training 
are eligible to apply for a $1,000 Mead Johnson 
Scholarship Award to aid them in completing one year 
of training in an approved general practice residency. 
Twenty such awards will be made to physicians en- 
tering general practice residency training in July, 1960. 
Applications for a 1960 Mead Johnson Award for 
Graduate Training in General Practice must be sub- 
mitted not later than January 1 to the American Acad- 
emy of General Practice, Volker Boulevard at Brook- 
side, Kansas City 12, Mo. Winners will be selected by 
the Academy’s Mead Johnson Awards Committee. 
This year’s committee will be comprised. of Drs. 
Bernard E. Edwards, South Bend, Ind., chairman; 
Walter T. Gunn, St. Louis, Mo.; Robert E. Verdon, 
Cliffside Park, N. J.; Donald H. Kast, Des Moines, Ia.; 
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Dennis Cunningham, Las Vegas, Nev. and Bertram L. 
Trelstad, Salem, Ore. 

The deadline for receiving applications has been 
moved from February 1 to January 1 to allow adequate 
time for the awards committee to evaluate the increas- 
ing number of applications received each year. Selec- 
tions will be made by the committee in February and 
names of winners will be announced the following 
month during the Academy’s Annual Scientific Assem- 
bly in Philadelphia. 

Qualifications for the 1960 candidates are: 

(1) Approved internship, first-year general practice 
residency, or military service to be completed before 
July, 1960; 

(2) Satisfactory scholastic attainment ; 

(3) United States citizenship and intention to enter 
the general practice of medicine in the United States; 

(4) Need of financial assistance to continue training. 

Candidates must submit a formal application, ac- 
companied by a photograph, to the Academy’s Mead 
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Johnson Committee and must have been accepted as a 
resident in an approved general practice residency to 
begin in the summer of 1960. 

To complete each application, the committee will 
obtain an endorsement from an Academy member, a 
recommendation from the dean of the medical school 
from which the candidate was graduated, and a letter 
of endorsement from the chairman of the intern com- 
mittee, the chief of the general practice residency, or 
the commanding officer in military service—which- 
ever applies to the status of the candidate. 

Last month, the 20 winners for 1959 began their 
general practice residencies, bringing to 84 the number 
of physicians receiving awards since the program was 
initiated in 1952. 

Funds for the scholarships are made available 
through a grant from Mead Johnson & Company, 
Evansville, Ind. 


Federal Grant Aids GHI in Pioneering 
Mental Iliness Insurance Experiment 


MENTAL ILLNESS INSURANCE which has been lacking in 
most voluntary, nonprofit health insurance plans is 
now undergoing a two-year experiment by Group 
Health Insurance, Inc. of New York. 

The program which was initiated July 1 has been 
made possible through a $300,000 grant provided by 
the National Institute of Mental Health, a federal re- 
search agency. GHI will furnish additional funds. 

Also sponsored by American Psychiatric Association 
and the National Association for Mental Health, the 
experiment will provide psychiatric insurance for 
30,000 subscribers, and their families, of GHI’s family 
doctor plan at no extra charge. 

The study, according to GHI president, Arthur H. 
Harlow, Jr., will determine the workability of such 
mental illness insurance. Psychiatric treatment, both in 
and out of hospitals, will be offered. 

Heading the advisory committee of 18 psychiatrists 
and laymen coordinating the project is Dr. Harvey J. 
Tompkins, chairman of the New York City Community 
Mental Health Board and director of the psychiatric 
division of St. Vincent’s Hospital. 

“We hope to learn,” Dr. Tompkins says, “how much 
use of psychiatric treatments will be made by persons 
inrelation to their age, sex, marital status, medical his- 
ory, occupation, income and education.” 

These statistics will be distributed as widely as 
possible to private and governmental agencies in the 
hope of helping and stimulating the broadening of 
health insurance throughout the country to cover this 


largely unfulfilled need. 


The group under GHI who will be eligible for men- 
tal health coverage has been selected with the assistance 
of W. Edwards Deming, professor of statistics, New 
York University. Approximately 50 per cent of those 
to be covered are families of unskilled or semi-skilled 
workers, another 25 per cent clerical workers, 17 per 
cent skilled workers and about 4 per cent each execu- 
tives and professionals. 


Suggests Medical Schools Should Assume 
Role in Evaluating Countless New Drugs 


A RECENT DAY-LONG CONFERENCE at Albert Einstein 
Medical Center brought forth the suggestion that medi- 
cal schools should help in the job of evaluating new 
drugs. 

The conference discussions revealed that physicians 
are frightened, confused and puzzled by advertising 
material which pushes as many as a thousand new 
drugs or combinations of drugs each year. Of this num- 
ber, perhaps a dozen of the new products will finally 
be accepted. 

One of the spokesmen, Dr. John H. Moyer, head 
of the Department of Medicine at Hahnemann Medical 
College, Philadelphia, pointed out that drug firms now 
spend more for research than they received for sales 
of drugs in 1940. 

He added that most companies assume that new 
products will have a sales life of one to two years. This 
means they must recoup their investment as soon as 
possible, with the resulting problem of pressuring phy- 
sicians into using the products. 

If physicians are to discriminately use these prod- 


Murray Kornfeld 
This year the American College of Chest 
Physicians’ Gold Medal was awarded to 
its founder and executive director, Mr. 
Murray Kornfeld. This is the first time 
that the award, which is given for meri- 
torious service in furthering progress in 
the field of diseases of the chest, has been 
conferred on a lay person. The honor 
was bestowed on Mr. Kornfeld for having 
founded the college and for having de- 
veloped it into a worldwide medical soci- 
ety, for founding and developing the 
journal, Diseases OF THE CHEST, and 
for having devoted 32 years of his life 
as a leader in furthering this specialty. 
The presentation was made June 6 at 
the silver anniversary meeting of the col- 
lege in Atlantic City. 
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...and a conclusion on the hemopoietic 
effect of feeding Swift’s Strained Meats 


** |. . the addition of meat to the diet supplied a pool 
of iron for subsequent hemoglobin synthesis and.,. 
an increase of iron stores occurred in the infants given 
this supplement. 

‘The expansion of red cell volume and circulating 
hemoglobin mass in the meat-fed group was greater 
than in the controls. The steady decline of these values 
in the control group demonstrates the need for some 
effective iron source in the diet of the premature infant. 

**Meat provides an excellent source of protein for the 
infant diet, and, this study indicates an acceptable and 
utilizable source of iron in natural form.” 

Thus is added a new facet to the ‘Pyramid of Growth” 
—our symbol for the role of meat in infant nutrition. 

(Quoted from T. R. C. Sisson, M. D. and L. E. Whalen, 
M.D. on: Meat in the diet of premature infants, ITI: 
J. Dis. Child, 95, 626—1958.) 
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ucts, Dr. Moyer feels it is important that medical 
schools teach students the dynamics of different types 
of chemical agents in various body systems—and not 
just teach the particulars in the use of compounds that 
might be outmoded between the sophomore and senior 
year. 

"To do this, Dr. Moyer said teaching institutions 
cannot content themselves with ivory tower diagnostic 
problems and classic physiologic studies but must 
“enter the dirty area of drug evaluation.” 

Some of the complaints and problems voiced during 
the conference were: 

The danger of some physicians using new drugs 
uncritically. 

That some drug manufacturers do not stop pushing 
products which are proved by experience to be worth- 
less. 

That dead drugs often continue to be a problem 
even though they are no longer advertised. 

That some drugs are created by the advertising in- 
dustry for nonexistent diseases. 

That there is a void of information about the proper 
use of new drugs although there is a flood of promo- 
tional materials for particular products. 


Dr. Cyrus Anderson Gives Forthright 
Answers in Speech Before Surgeons 


UsING THE PHILOsOPHY of a Libertarian, Dr. Cyrus W. 
Anderson of Denver, Colo. forthrightly answered 
troublesome questions which had been suggested for 
his recent speech before the Society of University Sur- 
geons in Denver. - 

Dr. Anderson, a former AAGP Board member, was 
confronted with questions on insuring marginal groups, 
the disappearing surgical patient for resident training, 
the specialty training of surgeons, competition and 
private vs. university resident training. 

After explaining his per- 
sonal philosophy— one 
who holds to the doctrine 
of free willand the principle 
of liberty, especially indi- 
vidual liberty of thought 
and action—Dr. Anderson 
presented the following 
questions and answers: 

Q: Why should marginal 
economic groups not be in- 
sured so they may have a 
private physician? 

A: “TI am in favor of in- 
suring any insurable in- 


Cyrus W. Anderson, M.D. 

4 Libertarian pinpoints the 
trouble in a speech before 
medical col, leagues, 
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dividual or group of individuals who voluntarily ask 
to be insured and have the wherewithal to pay for that 
insurance. I am not in favor of any type of compulsory 
health insurance.” 

Q: What about the problem of the disappearing sur- 
gical patient for resident training? 

A: “He has not disappeared, he has just been ele- 
vated to another category. Heretofore he was yours 
and he was happy to have you or your resident operate 
on him. He was resigned and content to being a teach- 
ing patient. Now that he is a paying patient you will 
find, that as it has always been and always will be, he 
who pays the fiddler calls the tune.” 

Q: Do you and your fellow physicians in general 
practice really favor the specialty training of surgeons? 

A: “We most certainly do! The general practitioner 
is not adverse to specialization in any field and we 
most emphatically favor the specialty training of sur- 
geons. The field of surgery alone is, we realize, entirely 
too extensive for any one man to keep up with and 
excel in all of its various branches. Board certification is 
fine too, except for certain dictatorial restrictions which 
to me are unbecoming of a profession.” 

Q: Is university type resident training superior, 
equal or inferior to resident training of surgery in 
private hospitals ? 

A: “University type resident training is superior 
for training the very highly specialized surgeon. That 
does not mean that resident training in a private hos- 
pital does not have its advantages. It is sometimes 
quite a shock to some of the university hospital trained 
residents to find that good surgery is done in private 
hospitals and that mortality and morbidity statistics 
are often considerably lower in private hospitals 
despite the fact that much less in the way of laboratory 
procedures are ordered. In private practice we do have 
to consider the patient’s finances as well as his disease.” 

‘Already between 10 and 20 per cent of the private 
hospital income goes to the teaching program and it 
looks as if it will go higher. This could be reduced by 
cooperation between teaching and private hospitals.” 

Q: What about competition? 

A: “Competition is a good thing. From time to time 
we are told that competition is evil. Few among us 
will deny that it certainly produces its trying moments. 
Ideas of harmful effects of competition receive consider- 
able support from various sources. . . . They are all for 
competition in a horse race, football, golf or even 
among suppliers of things THEY have to BUY while 
going to no end to eliminate it, by law if necessary, in 
their own field as sellers. Every successful attempt to 
rule out competition in any area is but a step nearer 
the socialized state. It is very evident that we have 
taken far too many such steps already. 
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“Certainly it is necessary and important to us, and 
[mean everyone, to support surgical training, but you 
gentlemen in your apparent effort to monopolize the 
teaching of surgical residents and interns have made 
it so tough for us to get interns and residents that we 
cannot afford to turn over even our indigents anymore. 
Without our outpatient departments and without our 
teaching patients we would lose accreditation. 

“Cooperation and competition, diverse though they 
may seem to be, go hand in hand in the free society. 
The planned society as it eliminates competition, 
eliminates the basis for voluntary cooperation and 
substitutes ‘planned cooperation,’ whatever that is.” 

After covering the specific questions, Dr. Anderson 
turned to the modern-day attitude of people in general. 
“Every group in the nation feels that the government 
owes them certain favors,” he said. 

In effect, he pointed out that the problems that face 
medicine, face all the nation. There is no immediate 
solution because the pattern of our modern way of life 
is so distorted it will take a long time to change it. 

“All grants, all subsidies, all rewards for services not 
rendered have a deleterious effect on character and if 
character is not the foremost consideration, what is?,” 
Dr. Anderson asked his audience. 

Hitting the trend toward socialism, Dr. Anderson 
said that a Libertarian, like himself, believes that the 
government should protect all persons equally against 
external and internal aggression, but should otherwise 
generally leave people alone to work out their own 
problems and aspirations. While he expects the govern- 
ment to render equal protection to all persons against 
outright fraud and misrepresentations, he doesn’t ex- 
pect the government to protect anyone from the conse- 
quences of his own free choices. A Libertarian holds 
that persons who make wise choices are entitled to 
enjoy the fruits of their wisdom, and that persons who 
make unwise choices have no right to demand that the 
government reimburse them for their folly.” 


New Hospital Points To Maximum Care 
At Minimum Cost and No Budget Problems 


LasT MONTH construction began on an $8 million hos- 
pital which may prove to be a blueprint for providing 
patients with maximum care at minimum cost while 
operating in the black. 

This nonprofit, nondenominational, 400-bed general 
hospital, to be called St. Barnabas Medical Center, is 
being located on 60 acres in Livingston, N. J. De- 
scribed by its sponsors as the “nuclear-age hospital,” 
two floors will be underground to care for 1,000 pa- 
tients in the event of a major catastrophe. 


The executive director of St. Barnabas Medical Cen- 
ter in Newark, Dr. George C. Schicks, says that the 
major concepts of hospital planning and construction 
and of care and management of patients “have not 
kept pace with increasing hospital use, decreasing 
supply of professional personnel and the dangers of new 
concepts of nuclear warfare.” 

The new St. Barnabas will have all of these features 
in mind. There will be a concentration of services 
within separate patient areas. Plans call for an admis- 
sion area, intensive-care area and a convalescent 
section. 

All of the hospital’s professional services will be on 
one floor. An admission and diagnostic area will pro- 
vide patients with a hotel-like room until their diagno- 
sis is completed. 

This same floor will house operating rooms, a re- 
covery room and the concentrated-care area. In the 
latter area all surgical patients will receive special 
nursing care. Professional nurses, resident doctors and 
costly life-saving equipment will be concentrated in 
this area. Dr. Schicks maintains that safety and ecomo- 
mies for the patient will result. 

He also points out that the new hospital “is a 100 
per cent research project to demonstrate that most of 
the problems plaguing hospitals, government, patients, 
doctors and administrators alike can be greatly reduced 
or completely eliminated.” 


Oregon Medical Seniors Hear Panelists 
Advise on Business Aspects of Practice 


A PANEL DISCUSSION on decisions to be faced by the 
new physician highlighted the April 28 Senior Medical 
Student Dinner which was held by the Oregon State 
Medical Society for the graduating class at the Uni- 
versity of Oregon Medical School. 

The panelists consisted of the president of the state 
medical society, the immediate past president, the 
society’s executive secretary, a surgeon, a hospital ad- 
ministrator and Academy Member Herbert E. Mason 
of Beaverton, Ore. 

The questions specifically referred to Dr. Mason 
were: 

**How does a young physician find out about oppor- 
tunities or suitable locations for establishing his 
practice?” 

**How can the young man raise money to open a 
practice by himself (as opposed to group practice) ?” 

**What precautions should a physician take in select- 
ing a place to practice? In other words, are there any 
criteria a young physician can use?” 

“What specific agencies are available in this com- 
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munity that will provide the young physician with 
financial backing? Are there special agencies, or is it 
just like getting money to start any business? What 
are the usual financial arrangements, i.e., per cent 
interest and time?” 

Each senior was given one of the AMA’s books, 
“The Business Side of Medicine” and several other 
helpful pamphlets. Forty-five of the university’s 70 
senior students were present. 


Alaska, With 118 Licensed Physicians, 
lacks Medical Services Says Senator 


Tue 49TH sTaTE has only 118 licensed physicians and 
large areas of Alaska are “almost totally lacking in 
medical services,” Former Territorial Governor Ernest 
Gruening, now one of its two Democratic senators, 
told a dedicatory audience for three new buildings at 
Yeshiva University in New York. 

Senator Gruening says that Alaska’s medical problem 
exists in all but eleven of the largest communities and 
in the immediate surrounds of certain hospitals estab- 
lished by the U.S. Public Health Service. 

He pointed out that these hospitals “are designed 
to take care of our native population, ‘native’ being an 
Alaskan word for people of aboriginal descent, that is, 
of Indian, Eskimo or Aleut blood.” 

He also noted that “by a curious reversal of racial 
discrimination, which we are trying to rectify, these 
agencies will not treat whites.” 

Senator Gruening, one-time physician (a graduate 
of Harvard Medical School) and journalist, told his 
New York audience that many people in Alaska live 
and die without benefit of therapy. 

He blamed “nearly a century of colonialism” for 
the high percentage of diseases such as eye, ear, nose 
and throat infections, tuberculosis and infant mortality. 

He concluded that through statehood, colonialism 
has been liquidated but 92 years of neglect and dis- 
crimination remain to be disposed of. 


Health Insurance Pays Major Share 
Of Today’s Hospital, Medical Services 


THE MAJOR SHARE of hospital and medical services today 
are being paid for through health insurance, according 
to James R. Williams, vice president of the Health 
Insurance Institute. 

The significance of this finding is that such’ strides 
have been made in a relatively few years. 

“Even though the nation’s medical bill increased by 
more than 50 per cent between 1952 and 1957,” Mr. 
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Williams told the annual convention of Florida Asso- 
ciation of Accident and Health Underwriters in Miami 
Beach, “health insurance benefits designed specifically 
for hospital and medical services increased 118 per 
cent in the same period.” 

The HII executive pointed out that in 1948 bene- 
fits from health insurance programs paid 27 per cent 
of the total costs of hospital services in the United 
States. In 1958 it is estimated that health insurance 
paid 60 per cent of the total costs of hospital care. 
And in the last five years hospital insurance benefits 
have increased $1.3 billion in 1953 to $2.5 billion in 
1958. 

During the 1948-59 decade, the number of Ameri- 
cans covered by health insurance doubled, going from 
61 million persons in 1948 to 121 million in 1958. 

Mr. Williams admitted that the rapidly rising cost of 
medical care caused problems. 

“From a public relations point of view, it seems to 
me that the public needs to be told through every possi- 
ble channel of communications why the costs are at the 
present level,” he declared. 

To do this, he said, there needs to be more factual 
evidence developed so the public can have a better 
understanding of the costs of these services. 

Doctors and hospitals should assume the leadership 
in telling this part of the health insurance story, Mr. 
Williams suggested, but the health insurance business 
can and must support and encourage a better public 
awareness of the problem. 

Mr. Williams concluded that although the public is 
generally favorable to the present system of medical 
care, it does not have the understanding it would like 
to have “and the climate is favorable for a more whole- 
hearted exposition about the cost of medical care and 
all its aspects.” 


Canadian Survey on General Practice 
Extended To Include Province of Quebec 


Tue stupy which the College of General Practice of 
Canada has had under way since 1955 has now been 
extended to include the province of Quebec. 

Slated to be reported on in 1960, this study is a 
survey of general practice in Canada. It has been pro- 
ceeding under the direction of Drs. Kenneth F. Clute 
and John Firstbrook. The field work in Ontario his 
been completed and is now under way in Nova Scotia 
with Dr. David Penman added to the survey group. 

Medical leaders in Quebec province will be responsi- 
ble for directing the study in that area and will then 
report to the National Advisory Committee on the 
Survey of General Practice in Canada. 
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lectures on Space Medicine Stimulating 
To New York Medical College Freshmen 


CoursEs, even departments in space medicine will be 
introduced in many medical schools before long, an 
instructor in New York Medical College’s Department 
of Medicine predicted in a lecture on space medicine 
before 80 first-year medical students. 

Dr. Constantine D. J. Generales, pinch-hitting for 
the regular instructor of the college’s course on the 
history of medicine, presented two lectures on space 
medicine in the absence of the regular teacher who 
was ill. 

While the lectures came as a surprise to the students 
who had enrolled in the history of medicine course, 
their interest in this aspect of the future was definitely 
stimulated. Twenty-nine of them signed cards after 
the session indicating that they would like to pursue 
the field. 

Dr. Generales’ lectures touched lightly on several 
aspects of space flight that are likely to create medical 
problems. 

He pointed out that these are acceleration and de- 
cleration, weightlessness, vibration, noise, tempera- 
ture variations, radiation, the meteorite hazard, nutri- 
tion and the effects of prolonged isolation on human 
psychology. 

“What we are learning about man in the space sit- 
uation,” said Dr. Generales, ‘‘will help in getting a 
better understanding of man here on earth. For this 
reason, I believe courses— even departments— in space 
medicine will be introduced in many medical schools 
before long.” 

Dr. Generales knows firsthand that an early interest 
in such a subject can be a lasting one. He had his first 
experience in space medicine 28 years ago when he 
roomed at college with Dr. Werhner von Braun, the 
German rocket expert. 


Society of Medical Research Asks 
Support Against Antivivisectionists 


MEDICAL ORGANIZATIONS have been asked to give full 
and active support to the National Society of Medical 
Research by its president, Dr. Lester R. Dragstedt. 
NSMR’s membership includes all of the nation’s 
weredited medical schools and most medical research 
associations. 

Concern for the society’s program has been ex- 
pressed by Dr. Dragstedt in view of the renewed anti- 
"wisectionist threat and the continued onslaught infla- 


tion “7 made on the dollars that NSMR has had to 
spen 
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One of the chief causes of the entire difficulty, 
according to Dr. Dragstedt, is the hodge-podge of laws 
and regulations now governing medical research. He 
says they obstruct and imperil progress in the life 
sciences. 

Physicians, scientists and lawyers alike are con- 
fused over legal rights and responsibilities toward 
human beings serving in trials of new medical treat- 
ments. 

Such practical problems as access to cadavers and 
obtaining animals for humane use in laboratories have 
stimulated the society to issue a call for clarification 
of standards. 

The society declares that scientists are facing a 
critical lack of materials for research in anatomy, 
pathology and organ transplants. It points out that 
in 39 states a person can will his automobile, house 
or bank account but cannot bequeath his cornea to an 
eye bank, or his own body to a medical school for 
research. 

To try to clarify this chaotic situation, the society, 
in conjunction with the University of Chicago, held 
the first National Conference on the Legal Environ- 
ment of Medical Science on May 27-28 on the Univer- 
sity of Chicago campus. 

Participants included scientists, legal scholars and 
religious leaders. The conference itself focused on 
three major fields—medical experiments on human 
subjects, medical studies involving the use of dead 
human bodies and medical experiments on animal 
subjects. 

The conference was an outgrowth of the work done 
by a NSMR standing committee under Dr. Oliver P. 
Jones, head of the Anatomy Department of the Univer- 
sity of Buffalo Medical School, Buffalo, N.Y. 

The committee was established some time ago to 
investigate shortages of cadavers for anatomical 
studies. 

To show the opposition facing NSMR, the society’s 
annual report for 1958 outlines the strategy being 
proposed by the antivivisectionists. 

The report states: 

‘A law is about to be proposed by the antivivi- 
sectionists to deprive research and teaching institu- 
tions of federal grants if they do not satisfy the 
sponsors’ notions about animal care. 

**A second item on the AV agenda is a law to pro- 
hibit interstate shipment of dogs and cats for experi- 
mental use—like the Burdick Bill but with stronger 
sponsorship and all-out promotion. 

“These legislative proposals will be undergirded 
with a mounting publicity campaign on the stealing of 
pets for ‘vivisection’ and alleged widespread mistreat- 
ment of animals in scientific laboratories.” 
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Medical News in Small Doses: 


An arTICLE by AAGP Board Chairman Floyd C. Bratt 
of Rochester, N. Y. will be published in the September 
issue Of World Medical Journal on the interrelation- 
ship of general practice and the specialties. Speeches 
have also been on Dr. Bratt’s summer agenda. On June 
25 at West Virginia chapter’s annual meeting he spoke 
on Third Party Medicine with special reference to 
action taken at the June AMA meeting. At the At- 
lantic City meeting he appeared on the World Medical 
Association program held in connection with the AMA 
sessions. Dr. Bratt reported on contacts made with 
physicians abroad and showed slides taken on visits to 
Scandinavian medical centers during his 1958 trip to 
Copenhagen for the WMA meeting. . . . Aerospace 
Medical Association has installed Dr. Ludwig G. 
Lederer, medical director of Capital Airlines, as its new 
president. Now functioning under a new name, (after 
29 years as Aero Medical Association) the association 
will select a Washington site as national headquarters 
for its international membership of 2,500... . On June 
1 Maj. Gen. Leonard B. Heaton, former commandant 
of Walter Reed Army Medical Center, succeeded Maj. 
Gen. Silas B. Hays as Surgeon General of the Army. 
... Pulitzer Prize Winner Howard Van Smith, re- 
porter for the Miami (Florida) News, has Academy 
Member George Karelas of Newberry, Fla. to thank for 
his nomination. Dr. Karelas, chairman of the Florida 
Rural Health Committee, proposed Mr. Smith for his 
excellent coverage (70 articles) on the natural migra- 
tory laborer disaster in Immokolee, Fla. during the un- 
precedented freezes of 1958. It was Mr. Smith’s efforts, 
after being alerted by Dr. Karelas, which saved many 
lives by drawing public attention and over $100,000 in 
public contributions, food and drugs for immediate 
rescue of the starving and disease-ridden migrant fami- 
lies. Not only did this immediate assistance meet the 
emergency needs, until state and federal assistance 
could assume the obligation, but it paved the way for 
permanent corrections and improvements in the 
afflicted areas using migratory labor. . . . The New 
York State Board of Social Welfare now has a new 
tuling in effect which requires that construction plans 
for all proprietary nursing homes in Upstate New York 
be approved by the board before work is begun. The 
tule does not apply to nursing homes in New York 
City which are supervised by the New York City De- 
partment of Hospitals. . . . Today’s Health, an AMA 
publication, now has Kenneth N. Anderson, former 
associate editor of Popular Mechanics, as editor. Mr. 
Anderson replaces James M. Liston who resigned to 
a position with American Home. 
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CONTINUED FROM PAGE 37 


On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will have 
an interest, will appear here monthly. 


*Oct. 14-15. Arkansas chapter, annual meeting, Skyway-Lafayette 
Hotel, Little Rock. 

*Oct. 14-15. Georgia chapter, annual meeting, Manger Hotel, Sa- 
vannah. 

*Oct. 16-18. West Virginia chapter, Potomac-Shenandoah Valley 
postgraduate institute, Shenandoah Hotel, Martinsburg. (15 /rs.) 

*Oct. 19-21. New York chepter, annual meeting, Biltmore Hotel, 
New York City. 

Oct. 19-23. American Public Health Association, 87th annual 
meeting, Atlantic City, N. J. 

*Oct. 20-22. Lovisiana chapter, annual meeting, Baton Rouge. 

*Oct. 21. Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on endocrinology and internal medi- 
cine, St. Francis Hospital, Trenton, N. J. (8 hrs.) 

*Oct. 22 and 24. Alabama chapter, Gulf Coast Clinical Society, 
Admiral Semmes Hotel, Mobile. (9 hrs.) 

*Oct. 22—-Noy. 4. New York chapter, second scientific program cruise 
to West Indies, 122 day cruise aboard M. S. Kungsholm, sailing 
from New York City on Oct. 22. (12 hrs.) 

Oct. 23-27. American Heart Association, annual meeting and 
scientific sessions, Hotel Bellevue Stratford and Trade and 
Convention Center, Philadelphia. 

*Oct. 26-28. Oklahoma City (Oklahoma) district chapter and Okla- 
homa City Clinical Society, 29th annual fall conference, Biltmore 
Hotel, Oklahoma City. (18 hrs.) 

*Oct. 28-29. Minnesota chapter, annual meeting, Hote! Leamington, 
Minneapolis. 

*Oct. 28-30. Colorado chapter, annual meeting, Brown Palace West, 
Denver. 

*Oct. 29-31. Florida chapter, annual scientific meeting, Seville Hotel, 
Miami Beach. 

Nov. 2-5. Interstate Postgraduate Medical Association of North 
America, annual meeting, Chicago. 

*Noy. 2-5. University of Nebraska and Creighton University School 
of Medicine, Omaha Mid-West Clinical Society meeting, 
Civic Auditorium, Omaha. (33% hrs.) 

*Noy. 4-16. North Carolina chapter and Bowman Gray School of 
Medicine, medical seminar cruise in conjunction with Nerth 
Carolina annual scientific session, on board M. S. Stockholm. 
(25 hrs.) 

*Nov. 7-8. Missouri chapter, annual meeting, Chase Hotel, St. Louis. 

*Nov. 9-12. Illinois chapter, annual meeting, Morrison Hotel, Chicago. 
(10 hrs.) 

*Noy. 10-12. Michigan chapter, annual meeting, Sheraton Cadillac 
Hotel, Detroit. hrs.) 


Annual AAGP Meetings 


Annual Scientific Assembly 


Mar. 19-24, 1960. Convention Hall, Philadelphia. 
Apr. 17-20, 1961. Miami Beach Auditorium, Miami Beach, 
Fla. 


Annual Symposium on Infectious Diseases 


Sep. 25, 1959. Battenfeld Auditorium, Kansas City, Kan. 
Sep. 23, 1960. Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961. Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 


Sep. 26-27, 1959. Hotel Muehlebach, Kansas City, Mo. 
Sep. 24-25, 1960. Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961. Hotel Muehlebach, Kansas City, Mo. 
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each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


availability — for those patients who need additional vitamins — 


Vita-METRAZOL Elixir 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
i mg. vitamin C. 


4 METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


packaging KNOLL PHARMACEUTICAL COMPANY 


per cent 
alcoholic solution) in pints. Orange, New Jersey 
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News from the State Chapters 


WirH FINE WEATHER, an outstanding program and 
entertainment as enticements, the Pennsylvania 
chapter recorded its largest annual meeting attend- 
ance April 29-May 2 in Bedford. 

Preceding the opening of the scientific program, the 
congress of delegates convened on April 29 in the Bed- 
ford Springs Hotel to consider several major issues of 
debate. (See cut.) 

Several out-of-state visitors attended the scientific 
sessions; Dr. F. P. Rhoades of Detroit took honors as 
the visitor coming the greatest distance. Dr. Rhoades 
is the immediate past president of Michigan chapter. 

New officers were elected during this 11th annual 
meeting with the following results: Dr. Edward J. 
Kowalewski of Akron was unanimously selected as 
president-elect; Dr. Alexander Munchak of Scranton 
was elected vice president ; Dr. Winfield B. Carson, Jr. 
of Bethel Park became secretary, and Dr. Ethan L. 
Trexler of Fleetwood was named treasurer. (See cut.) 

Dr. James D. Weaver of Erie succeeded Dr. George 
A. Rowland of Millville as chapter president. (See cut.) 

New members of the Pennsylvania board of directors 
are Drs. Edwin Matlin of Mt. Holly Springs and Ken- 
neth F. Miller of Pittsburgh, named for three-year 
terms; and Drs. August F. Frattali of Scranton and 
Paul Budura of Bethlehem, elected to one-year terms. 

Drs. J. Herbert Nagler, Philadelphia, and Anthony 
J. Cummings, Scranton, were re-elected speaker and 
vice speaker of the congress of delegates, respectively. 

Special entertainment at the banquet (see cut), 
which this year had no scheduled speeches, was given 
by the strolling musicians of the Don Charles orchestra 
and a vocal group called the Viceroys. 

The program for the wives was under the chairman- 
ship of Mrs. W. B. Carson, Jr. It included bingo, 
movies, a puppet show and a panel discussion on the 
trials and tribulations of a doctor’s wife—and how to 
put up with them. Personnel were on hand to super- 
vise children’s activities during the Friday and Satur- 
day portions of the program. On Saturday the children 
had their own banquet and program, while the adults 
were attending their banquet. 

As determined by the chapter’s board of directors, 
the Pennsylvania chapter has established its own office. 
Eventually the office will be centrally located, possibly 
adjacent to the offices of the state medical society. But 
during this transitional period it was decided to place 
the office in Upper Darby at the Beverly Hills station on 
the Media and Sharon Hill lines of Philadelphia Su- 
burban ‘Transportation Company. This office is two 
miles from its former location in the offices of Dr. 
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Pennsylvania Committee Report—Members of Pennsylvania chap- 
ter’s congress of delegates met to discuss some major issues at their 
recent state meeting. Here Dr. Harriet M. Harry of University Park 
is shown delivering a report from a reference committee. 


Keystone State “Elect”—New officers chosen at Pennsylvania chap- 
ter’s gathering are, left to right: Drs. Ethan L. Trexler of Fleetwood, 
treasurer; James D. Weaver of Eric, president; ‘Alexander M. 
Munchak of Scranton, vice president, and Winfield B. Carson, Jr. of 
Bethel Park, secretary. 


Three “Generations” of Presidents—The past, present and future 
presidents of the Pennsylvania chapter take a unified pose at their 
state meeting. From left to right, they are: Drs. George A. Rowland, 
outgoing president from Millville; James D. Weaver, incoming 
president from Erie, and Edward J. Kowalewski of Akron, presi- 
dent-elect. 


Horace Eshbach. Dr. Eshbach was granted a vacation 
this year from his position as chapter secretary- 


treasurer, a post he has held the past eight years. 


255 


WG 
4 
| 
| 
| 
ok 
— 
= 
4 


Leads all other Whole-Grain Cereals 
in Quantity and Quality of 


Nutrition studies of The Quaker 
Oats Company Research Lab- 
oratories assure that Quaker 
Oats and Mother’s Oats, the two 
brands of oatmeal marketed by 
The Quaker Oats Company, are 
practically identical with natural 
whole-grain oats in composition 
and in nutritive values. Both 
brands are available in the Quick 
(cooks in one minute) and the 
Old-Fashioned varieties which 
are of equal nutrient value. 


The quality of protein is graded by several criteria of 
which the most frequently used are: total protein value* 
and protein efficiency ratio.** Independently published 
data! reveal that oatmeal excels on both counts: 

Total Protein 


Protein Efficiency 
Value 


Oatmeal 165 
Whole wheat 140 
Barley 87 
Whole corn 84 
Rice 57 


Quantitatively, the customary oatmeal-with-milk dish 
(34 cup cooked oatmeal and 4 fluid ounces milk) provides 
9 grams of protein, more than that provided by any other 
whole-grain cereal with milk. 

In addition to its qualitative and quantitative superi- 
ority in protein, oatmeal-and-milk supplies significant 
amounts of B vitamins and minerals to complement the 
excellent nutritive balance between protein, fat and car- 
bohydrate. 


Just as important to the physician who prescribes a 
cereal food is oatmeal’s delicious nut-like flavor, its ease 
of digestion, and the ready availability of its contained 
nutrients. Whether it be for an infant’s first solid feeding, 
for the geriatric patient, or in many other situations, 
oatmeal makes a real contribution to the day’s nutri- 
tional needs. 

*Total protein value is determined by multiplying biologic value x digest- 
ibility x per cent nitrogen. 


**Protein efficiency ratio is the efficiency with which an experimental ani- 
mal utilizes each gram protein consumed. 


1. Rand, N.T., and Collins, V.K.: Food 
Technology 12:585 (Nov.) 1958, 


The Quaker Oats @mpany 


CHICAGO 
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One other item approved by the board was the con- 
frmation of David M. Cleary as executive director of 
the chapter. Mr. Cleary had been functioning in a 
temporary capacity since January. With a background 
in medical public relations, Mr. Cleary is still doing 
press relations work for several groups in the East and 
Middle West, as well as doing some science writing. 
He will be a part-time employee, assisted by Miss 
Trudy Ketler. 

An unusual postgraduate course is being offered in 
the Keystone State by the South-Central Section of the 
Pennsylvania chapter on October 22. On that date they 
will present a one-day program on “The Business Side 
of Medicine.” The course will be given at the York- 
town Hotel in York, with speakers from an insurance 
company, an investment company and the AMA legal 
department. 
> More than 125 members of the Kansas chapter at- 
tended their ninth annual meeting May 4, at the Jay- 
hawk Hotel in Topeka. 

The one-day scientific session and banquet was held 
concurrently with the Kansas Medical Society, which 
this year marks the 100th anniversary of its founding. 

Dr. Cloyce Newman of Topeka was elected president 
of the chapter (see cué), at the noon luncheon and busi- 
ness meeting. He succeeds Dr. Floyd E. Dillenbeck of 
El Dorado. Other new officers are: Drs. J. Allen Ho- 
well, Wellington, president-elect; Gaylord P. Neigh- 
bor, Kansas City, vice president; Norman H. Over- 
holser, El Dorado, secretary-treasurer, and Russell 
Frink, Lawrence, new member of the board. National 
delegates are Drs. Clyde W. Miller, Wichita, and 
lawrence E. Leigh, Overland Park. 

Speakers and their topics for the scientific program 
were: Dr. Malcolm A. McCannel, clinical instructor, 
Department of Ophthalmology, University of Minne- 
sota, “Office Ophthalmology and the Busy Practi- 
tioner” and Dr. George H. Thiele, attending proctolo- 
gist, St. Luke and St. Joseph Hospitals, Kansas City, 
Mo., “Office Management of the Proctologic Patient.” 

A question and answer period concluded the lec- 
tures, 

Guest speaker for the banquet, whick 200 attended, 
was Rabbi Ferdinand M. Isserman of St. Louis, who 
spoke on “Many Races, One Humanity; Many Na- 
tions, One World; Many Religions, One God.” A 
cocktail hour preceded the banquet. 

The Sunflower chapter will sponsor a seminar and 
round-table meeting on November 7 in Wichita. Topic 
for the session, to be held at the Broadview Hotel, will 
be “Diagnosis of Traumatic Conditions.” * 

Scheduled speakers and topics are: Drs. Francis M. 
Forster, chairman, Department of Neurosurgery, 
University of Wisconsin, Madison, Diagnosis of 


Pennsylvanians Attend Banquet—A record number of members 
and guests attended the Pennsylvania session in Bedford recently. 
At their annual banquet they were entertained by the Don Charles 
orchestra and the Viceroys singing group. 


Sunflower State Officers—Newly-elected officers of the Kansas chap- 
ter are shown here following a recent board meeting. Left to right, 
Drs. Gaylord P. Neighbor, vice president; J. Allen Howell, president- 
elect; Cloyce A. Newman, president; Norman H. Overholser, 
secretary-treasurer, and Lawrence Leigh, delegate. 


Trauma to the Head and Spine”; Thomas H. Burford, 
professor of thoracic surgery, Washington University, 
St. Louis, Mo., “Diagnosis of Chest Injuries,” and N. 
Fredrick Hicken, professor of clinical surgery, Uni- 
versity of Utah, Salt Lake City, “Diagnosis of Ab- 
dominal Injuries.” 

Members of the Greater Kansas City (Kansas and 
Missouri) chapter held their annual meeting May 21 at 
the Hotel Bellerive. 

Installed at that meeting to head the group was Dr. 
Harry K. Cohen, who succeeds Outgoing President 
Cecil G. Leitch. 

Other officers are: Drs. Frank A. O’Connell, presi- 
dent-elect ; J. Max Haight, secretary, and Edward A. 
Samuelson, treasurer. 

A plaque was presented at the meeting to the chap- 
ter’s “General Practitioner of the Year,” Dr. George 
V. Feist. Dr. Feist, 59 years old, is the youngest mem- 
ber of that group to receive this honor. 
p> A mid-summer medical symposium was held last 
month by the Wisconsin chapter. The one-day session, 
on July 1, was held at the new YMCA in Port Edwards, 
just outside of Wisconsin Rapids. j 

Appearing at the scientific meetings were the follow- 
ing medical authorities, all members of the University 
of Minnesota Medical School staff: Drs. Richard L. 
Varco, professor of surgery; Rodney Sturley, clinical 
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For the 


high calcium and 
protein needs 


of pregnancy... 


New se/f-enriched Carnation Instant 


25% more protein, calcium, B-vitamins, richer flavor than ordinary nonfat milk 


New Carnation Instant can give your patients a more 
delicious nonfat milk — extra-rich in natural milk cal- 
cium, protein and B-vitamins. 


This new fresh flavor crystal-form nonfat milk can 
be self-enriched. The patient simply adds one extra 
spoonful of crystals per 8-0z. glass when mixing — to 
gain 25% more calcium, protein and B-vitamins than 


ordinary nonfat milk — and far richer flavor. Conven- 
ience and low cost also encourage acceptance. Calorie 
count remains low (400 per quart), facilitating weight 


control. 


In examining the chart, 


particular 


natural mi 
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most medicinal calcium salts. 


hysicians will recognize the 
ue of the 25% increase in 
calcium, more effectively utilized than 


National Research Council Recommended Daily Dietary 
Allowances During Second Half of Pregnancy 


Calcium 


Protein 


Riboflavin 


Thiamine 


1.5 Grams 


68.0 Grams 


1.3 Mg. 


Amount and Percent of Daily Dietary Allowances Provided 
by 1 Quart of 25% self-enriched Carnation Instant 


1.48 Grams 
(98%) 


41.3 Grams 
(60%) 


Mg. 
(30%) 


25% self-enriched Carnation Instant 


Simply add 1 tablespoon extra Carnation Instant 


per glass, or 1/3 cup extra Carnation Instant 
per quart, over regular package directions. 
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assistant professor in the Department of Obstetrics 
and Gynecology; Milton Reiser, instructor, Division 
of Urological Surgery, and James Melby, instructor, 
Department of Medicine. 

Their topics included: ‘The Use and Abuse of 
Female Sex Hormones,” ‘Management of Patients 
With Renal Shutdown,” and “The Changes in In- 
fectious Disease Since the Advent of Antibiotics.” 

Moderators for the meeting were Dr. George H. 
Handy, Wisconsin Rapids, who was also in charge of 
local arrangements, and Dr. W. A. Gramowski, 
Stevens Point, president of the newly-formed Central 
chapter of the Wisconsin Academy. 

During the noon luncheon, open to physicians and 
their wives, State Chapter President David N. Gold- 
stein presented the charter for the new Central chapter 
to Dr. Gramowski. 

A complete program was planned for the ladies, in- 
cluding golf, swimming and locally-conducted tours. 
» The Statler Hilton Hotel, Washington, D. C., was 
the location of the annual combined meeting of the 
District of Columbia and the Maryland chapters on 
May 7. 

This meeting, held jointly with the American Med- 
ical Women’s Association, Branch I, was a “Sympo- 
sium on Clinical Medicine.” 

More than 300 physicians from Washington, D. C., 
Maryland and Virginia attended the one-day program 
to hear six scientific speakers. Dr. Claudine M. Gay 
(see cut), Academy member as well as a member of the 
American Medical Women’s Association, was the 
moderator for the morning session. Dr. Samuel Allen 
of the Maryland chapter moderated the afternoon por- 
tion. 

Morning speakers and their topics were: Dr. Ed- 
mund L. Dubois, University of Southern California, 
and director, Collagen Disease Clinic, Los Angeles 
County General Hospital, Beverly Hills, Calif., 
“Collagen Disease—The Overlooked Diagnosis”; Dr. 
Isadore Dyer, Tulane University, New Orleans, 
“Hysterectomy—When and Why,” and Dr. C, 
Fischer, Hahnemann Medical College, Philadelphia, 
“Infrequently Recognized Diseases of Childhood.” 

in the afternoon the speakers and topics were: Drs. 
Michael J. Lepore, Columbia University, College of 
Physicians and Surgeons, New York City, ‘The Mal- 
absorption Syndromes”; Harry F. Dowling, Uni- 
versity of Illinois, Chicago, “Broad Spectrum Anti- 
biotics After Ten Years,” and Edward L. Bortz, The 
Lankenau Hospital, Philadelphia, ‘What Medical 
Science Is Doing About the Aging.” 

A capacity audience of some 400 physicians and 
guests crowded the hotel’s Presidential Ballroom for 
the luncheon, where the guest speaker was Sgt. 
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Joint Meeting for Maryland, District of Columbia—These two chap- 
ters held their annual combined meeting recently in Washington. 
Shown during one of the scientific sessions are, left to right, Drs. 
Claudine M. Gay, member of the American Medical Women’s As- 
sociation which jointly sponsored the meeting; Carl C. Fischer, 
Edmund L. Dubois and Isadore Dyer, speakers for the morning 


The Other Side of The Story—Guest luncheon speaker for the 
combined Washington, D.C.—Maryland meeting was Sgt. Aubrey 
S. Yowaiski (center), chief instructor with the Washington, D.C. 
Traffic Division. He gave a humorous and pertinent account of the 
traffic division in action. With him are shown, left, Dr. Lewis A. 
Klein, program chairman for the District of Columbia chapter, and 
Dr. Maurice Van Kinsbergen, president of the District of Columbia 
chapter. 


Dr. Cohen Honored—Dr. Archie Cohen, left, immediate past presi- 
dent of the Maryland group, receives a plaque from Dr. Joseph 
Roy Guyther, Maryland chapter president, during the joint meeting 
of the District of Columbia and Maryland chapters. The plaque 
was given by Maryland members in appreciation of Dr. Cohen’s 
work during the past year. Shown at right is Dr. Maurice Van 
Kinsbergen, Washington, D.C. 
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Aubrey S. Yowaiski, chief instructor, Traffic Division, 
Metropolitan Police, Washington, D. C. Sergeant 
Yowaisk: spoke on “Your Traffic Division in Action” 
and ““Traffic and Traffic Accidents.” (See cut.) He was 
presented by Dr. Maurice Van Kinsbergen, president 
ofthe District of Columbia chapter. (See cut.) 

At the close of the scientific sessions a reception was 
held in ‘he South American Room of the hotel. 
pThis year the Red River Valley Section of the 
Oklahoma chapter will hold its sixth annual meeting 
on Sunday, September 13, at Lake Murray Lodge in 
Ardmore. 

Guest speakers for that meeting will be: Drs. 
William K. Ishmael, University of Oklahoma Medical 
School, Oklahoma City, and Edward M. Krusen, Jr., 
Southwestern Medical School, Dallas, Tex. 

Another medical meeting in the state is scheduled 
for October 2, when the Oklahoma chapter and the 
University of Oklahoma Medical Center will be among 
the sponsors of a symposium on aging. The program, 
entitled ‘Medical and Surgical Problems in the Senior 
Citizen,” will be held in the Skirvin Hotel in Oklahoma 
City. 

There will be six, 40-minute lectures on the follow- 
ing subjects: ““What Answers Have Steroids for Prob- 


I* lems Peculiar to the Aged”’; ‘‘Gastrointestinal Hemor- 

thage of the Aged” ; “Evaluation for Operability of the 
| Older Patient”’; Prediction of Myocardial Infarction” ; 
5 “Oral Control of Diabetes Mellitus—The When and 


Why,” and “Down-To-Earth Care of the Stroke Pa- 
tient.” 

> As a result of a survey by the commission on educa- 
tion of the Mlinois chapter, a change in that chapter’s 
postgraduate course ‘“‘Medicine for Today” will be 
tried shortly. 

Each spring members throughout the state are asked 
to express their views concerning the course. This 
spring several groups stated that they would prefer a 
more intensive type of course whereby they could de- 
vote the entire day to the lectures and, thus, attend 
fewer days, rather than attending for just two hours on 
alarger number of days, as is now the practice. 

To see exactly how many members preferred this 

Glange, the commission decided to conduct a special 
Meond survey on this question alone. 
Questionnaires were sent to members residing out- 
side the Chicago area. Out of approximately 725 ques- 
ionnaires, 320 or 44 per cent were returned. This re- 
lurn was considered by the commission to be a sig- 
nificant response. 

Of the 44 per cent answering, 176 were in favor of 
the present two-hour a day system, while 141 wanted 
the proposed six-hour a day plan, and three did not 
fate for either plan. Some 118 members indicated that 
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they would register, if such a course were available. 

The areas in which the proposed plan seemed to be 
most popular were encompassed by the Corn Belt, 
Danville, Decatur, Illini, Quincy and Sangamon Re- 
gional chapters, or, roughly, a belt extending across 
central Illinois. 

In view of the results of the second survey, the Illi- 
nois commission on education has been authorized by 
the chapter’s board of directors to set up in the future 
a “pilot” four-day, six-hours each day school, probably 
in central Illinois. The deans of the medical schools 
will be consulted as to their thoughts concerning the 
value of the more intensive-type course. 
> Nearly 300 doctors from seven states and a medical 
missionary in Puerto Rico were among those attending 
the recently-concluded third annual Greenville Post- 
Graduate Seminar, sponsored by the South Carolina 
chapter in Greenville. 

The seminar, which has had an increasing attend- 
ance each year, also attracted many laymen from sur- 
rounding areas. Dr. M. Gordon Howle, chapter mem- 
ber from Greenville, was president of the seminar. 

Dr. John Gracissie, the medical missionary, is a 
native Philadelphian. In praising the postgraduate 
seminar, Dr. Gracissie said that there were many 
Spanish and Mexican graduates practicing in Puerto 
Rico and that “we are pushing the American Academy 
of General Practice,” believing it to be the “only way 
to keep up standards.” 


WHAT OTHERS ARE SAYING... 


Statement on Surgery Questioned 
(To the Editor of The New York Times) 


AN ARTICLE by Farnsworth Fowle in your issue 
of May 28 quotes Dr. Paul R. Hawley, Director 
of the American College of Surgeons, to the 
effect that ‘“‘today one-half of the surgical 
operations in the United States are performed 
by doctors who are untrained or inadequately 
trained to undertake surgery.” 

The only reply to Dr. Hawley is that such 
declarations are irresponsible statements and 
have no basis in fact. What is worse is that no 
purpose is served by them, no benefits accrue 
to anyone and only harm is done.—ALEXANDER 
BRUNSCHWIG, M.D., Attending Surgeon, Me- 
morial Center for Cancer and Allied Diseases; 
Fellow, American College of Surgeons. 
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The missionary is the only surgeon and one of five 
general practitioners in the area of the small town of 
Aibonito, in the central part of the island. Dr. Gracissie 
said that in the three years he has been in Puerto Rico 
he has found ‘‘a lot of hypochondriacs.” There has 
been a tremendous educational program recently, he 
added, to get the people to accept medical aid—so 
tremendous, in fact, that “they come in for treatment 
of much more minor ailments,” real or imagined, than 
do people in the United States. 

pA panel on “Specific Problems Pertaining to: the 
Practice of Industrial Medicine” will lead off the pro- 
gram for the Ohio chapter meeting next month in 
Columbus, on September 16 and 17. 

Members of the panel, which will be held in the 
Franklin County Veterans Memorial Building, will be 
Dr. Donald Birmingham, Cincinnati; Dr. Donald 
Ross. Cincinnati; Dr. Thomas F. Mancuso, Columbus, 
and Mr. William C. Hartman, attorney from Cleveland. 
Their topics, in order of appearance, are: “Occupa- 
tional Dermatoses,”’ ““Common Psychiatric Diagnoses 
Encountered in Occupational Medical Practice,” “The 
Major Hazards in Ohio’s Industries and Their Con- 
trol” and “‘Medico-legal Aspects of Industrial Prac- 
tice.”” 

Other speakers appearing on the two-day program, 
with their topics, are: Dr. Leon Schiff, Cincinnati, 
“Hepatitis”; Dr. John Kelleher, Toledo, “Office 
Suturing”; Dr. A. Lee Lichtman, New York City, 
“Common Surgical Emergencies”; Dr. B. L. Brofman, 
Cleveland, ‘When to Refer the Cardiac for Surgery” ; 
Dr. George D. Talbott, Dayton, “Chemotherapy of 
Cancer,” and Dr. Edwin P. Alyea, Durham, N. C., 
“Prostatitis, Acute and Chronic.” 

Second-day speakers and their subjects are: Dr. 
Joseph T. Leach, Columbus, “Examination of the 
Back” ; Dr. Kenneth H. Abbott, Los Angeles, “General 
Practitioner’s Approach to the Parkinsonian Patient” ; 
Dr. John Burger, Birmingham, Mich., ‘The Allergic 
Patient, His Problems, Office Diagnosis and Treat- 
ment”; Dr. Gordon Todd, Toledo, ‘Anticoagulant 
Therapy”; Dr. Don M. Hosier, Columbus, “Diagnosis, 
Management and Prevention of Rheumatic Fever’; 
Dr. Warren E. Wheeler, Columbus, “Advances in Rh 
Incompatibilities” ; Dr. Thomas E. Shaffer, Columbus, 
“Care of Preschool Child”; Dr. Kathryn Dunstan, 
Cleveland, “Diuretics,” and Dr. Victor Szyrynski, 
Ottawa, Canada, “Management of Frustration in 
Everyday Practice.” 

Guest speaker for the banquet will be Mr. William 
Craig, Ph.D., Wooster, Ohio. The headquarters hotel 
8s the Deshler-Hilton. 

At the time of this writing there are 82 technical 
and eight scientific exhibits scheduled for the meeting. 


presented this spring by the Oregon chapter at various points 
throughout the state. Shown at the meeting in Salem are, left to 
right, Drs. Dan N. Steffanoff, Portland; Ernest P. Greenwood, 
Salem, and Maurice E. Bryant, Colfax. Drs. Steffanoff and Bryant 
were guest speakers at all four programs. 


Beaver State Registrants—Over 75 guests and members were regis- 
tered for the final of Oregon’s four hypnosis seminars at Salem. 
At the first seminar in North Bend 60 were registered. At Medford, 
where the second seminar was held, 80 persons registered; while 80 
also attended the third session in Eugene. : 


Salem Seminar Crowd—These members of the Salem, Ore. chap- 
ter are shown at the evening session of their seminar which, like 
the other three in the state, was entitled “Seminars on Hypnosis in 
General Practice.’? Preceded by a no-hast dinner, this session was 
held in the Marion Hotel. 


Presiding Officers—The presiding officers of the afternoon and 
evening sessions of the Salem hypnosis seminar are shown with 
their wives at the dinner in the Marion Hotel. From left to right 
they are: Dr. Donald H. Searing, president of Salem district 
chapter and presiding officer of the evening seminar session; 
Mrs. Searing; Dr. Ernest P. Greenwood, chairman of the educa- 
tion committee and the Salem meeting, and Mrs. Greenwood. 
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Tue EisENHOWER ADMINISTRATION, the medical pro- 
fession and other prominent groups expressed strong 
opposition to the controversial Forand bill during five 
days of hearings held by the House Ways and Means 
Committee in mid-July. 

Outlining the Administration’s position for the 
first time, Arthur S. Flemming, Secretary of Health, 
Education and Welfare, said “‘it would be very unwise” 
to enact the legislation (HR 4700) which would in- 
crease federal social security taxes to finance hospital, 
surgical and nursing home care for social security 
beneficiaries. 

The American Medical Association warned that 
enactment of such legislation would “result in poorer, 
not better, health care.” 

Dr. R. B. Robins, Camden, Ark., testifying for the 
American Academy of General Practice, reported that 
“the quality of medical care in Britain obviously has 
deteriorated” under its national compulsory health 
insurance scheme. Prior to testifying, Dr. Robins flew 
to England, seeking current facts and information. 

The American Hospital Association came out 
strongly against such legislation in any form. The 
association’s spokesman significantly testified that the 
association still would be opposed even if HR 4700 
were amended as recommended by the hospital group. 

Dr. F. J. L. Blasingame, executive vice president 
of the AMA, said at the conclusion of the hearings 
that the medical profession had welcomed the op- 
portunity to demonstrate to Congress that progress 
had been made, on a voluntary basis, in solving the 
problem. He added: 

“It was shown that it would be most unfortunate 
for the federal government to move in for political 
teasons and attempt in a compulsory fashion to solve 
by legislation problems which are being thoughtfully 
considered at the state and local level by the medical 


profession and other dedicated members of the health 
team,” 


The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
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of important legislative action. 


AMA Washington Report 


About 80 witnesses testified or presented state- 
ments, pro and con, at the hearings. Spokesmen for 
organized labor were the chief witnesses in support 
of the bill. 

Nelson H. Cruikshank, director of the AFL-CIO 
social security department, and Walter P. Reuther, 
president of the United Automobile Workers, de- 
tailed organized labor’s arguments in support of the 
legislation. The core of this testimony was the con- 
tention that (1) voluntary medical insurance is too 
expensive for most retired persons and (2) its benefits 
are inadequate. 

Although Reuther conceded the value of voluntary 
plans, he proposed that they be kept only as supple- 
ments to compulsory insurance through the Social 
Security mechanism. 

The House Ways and Means Committee probably 
will not act on the bill this year. The big battle must 
wait until the politically-charged,- presidential-elec- 
tion year of 1960. 

The bill’s sponsor, Representative Aime J. Forand 
(D-R.I.), said at the conclusion of the hearings that 
he didn’t expect committee action this year. He also 
conceded that the committee probably never would ap- 
prove the identical bill he introduced. He suggested 
further study of the problem through panel dis- 
cussions by all interested groups, such as medicine, 
insurance, hospitals and labor. 

Secretary Flemming, speaking for the Eisenhower 
Administration, warned that enactment of the Forand 
legislation would mark the beginning of the end of 
voluntary health insurance for the aged. He said 
steady progress had been made in extending and im- 
proving voluntary hospital coverage for the aged and 
predicted 70 per cent of the aged would have some 
form of hospital insurance by 1965. 

“In the light of this situation,” Secretary Flemming 
said, “I believe it would be very unwise to enact this 
bill. There is no question but that its enactment would 
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bring to a halt the voluntary efforts that are moving 
forward in such an encouraging manner.” 

He also warned that enactment of the Forand bill 
would have “far-reaching and irrevocable conse- 
quences.” He added: 

“Tt would establish a course from which there would 
be no turning back. The pattern of health coverage 
of the aged would have become frozen in a vast and 
uniform government system, foreclosing future op- 
portunity for private groups—nonprofit and com- 
mercial—to demonstrate their capacity to deal with 
the problem.” 

Dr. Frederick C. Swartz, chairman of the AMA’s 
Committee on Aging, Council on Medical Services, 
and Dr. Leonard Larson, chairman of the Board of 
Trustees, testified for the AMA. 

Dr. Swartz emphasized that “medical care is not 
susceptible to production-line techniques. ... It re- 
quires flexibility of medical technique—an ingredient 
which would unquestionably vanish the moment 
government establishes a health program from a blue- 
print calling for mass treatment.” 

Dr. Swartz said the problems of the aged “are far 
broader than those of health alone.” He listed em- 
ployment, compulsory retirement, housing, recreation 
and “finding acceptance and understanding within the 
community.” As for health care of the aged, he said: 

“In a very large percentage of cases, the main need 
is not for an expensive hospital stay or a surgical 
operation, but for medical care at home or in the 
doctor’s office. In other cases, the important require- 
ment is nursing care in the patient’s home, or the 
home of relatives. And in still others, custodial care 
ina nursing home or public facility may be the only 
answer. The point is that the medical needs of this 
particular segment of the aged are subject to countless 
variations. Any workable system must be tailored to 
meet these variations.” 

Among the points Dr. Swartz made against the bill 
was that “it would be staggeringly expensive.” With 
an fimated cost of $2 billion a year at the start, Dr. 
Swartz said “there is absolutely no way of predicting 
the (exact) cost in the years ahead.” 

Dr. Larson reported that “sustained progress is 
being made under the present system of health care in 
this country.” He told the House committee that the 
AMA is making good on its pledge of a year ago—a 
pledge of ‘ta dedicated, continuing effort in the field 
ofhealth care for the aged.” But he also gave credit 
to others on the health team. He said: 

“The very real progress being made represents the 
cooperative effort of hundreds of thousands of our 
citizens-doctors, nurses, dentists, social workers, 
hospital staff members, insurance company personnel, 
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community and religious leaders—all working volun- 
tarily together to do the job.” 

The medical profession therefore opposes any 
proposal “that would undermine or destroy” the 
voluntary progress now being made, Dr. Larson said 
and added: 

"We believe a compulsory system can lead only to 
disillusionment and to inferior medical care for those 
millions of older citizens who deserve the opportunity 
of making their extra years rewarding.” 

Just before the hearings, Dr. Robins flew to Britain 
and spent a week making a first-hand study of medical 
care there under national compulsory health in- 
surance. He talked with numerous physicians in ad- 
dition to observing how they are carrying on under the 
compulsory system. 

Dr. Robins told the House committee—in an “‘un- 
adorned, undiluted account” of his findings—that the 
quality of medical care in Britain “obviously has 
deteriorated” and that the effectiveness of the British 
doctor “has been weakened gravely—through no fault 
of his own.” 

Dr. Robins told of “long queues of people sitting 
and standing in line for hours to see a general prac- 
titioner” for only two or three minutes— “medicine 
on an assembly-line basis.” He saw British doctors 
“almost in despair because they simply did not have 
the time to give individual patients the individual care 
they needed and deserved,” Dr. Robins said and 
added: 

‘In my opinion, the people of this country would 
not take kindly to.the long queue to their doctor’s 
office; the three-year wait for admission to a hospital; 
the assembly-line approach to treatment; the red- 
tape and bureaucracy that are part and parcel of the 
British experiment.” 

If this country should go to national compulsory 
health insurance, he warned, “the high standard of 
health care that Americans expect, want and deserve 
would begin to sag at the seams.” 

In a supplementary statement presented to the 
House committee, Dr. Robins suggested that an 
alternative bill pending in Congress “makes a great 
deal of sense.” It would let taxpayers deduct health 
insurance premiums. 

Some such plan of encouraging people to take care 
of their own health needs would be much better than 
the Forand-type compulsory plan, he said. He urged 
that Congress think “in terms of people and not in 
terms of plans.” 

“The moment a doctor sees his patient as a case 
history and not as a person, he should bury himself 
in a laboratory and work with mice—not men,” Dr. 
Robins said. 
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